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Executive Summary

This report serves as the State’s final deliverable for the State Innovation Model (SIM) initiative, the
State Health System Innovation Plan (SHSIP). It reflects the activities that the State of Maryland has
undertaken to plan for and effectuate health system transformation. Maryland’s SHSIP is unique in that
it describes the efforts under the State’s SIM Round Two design project, as well as the efforts under the
All-Payer Model Agreement. Maryland sees both of these pathways, working in tandem, as means to
promoting transformation in the state.

The All-Payer Model

The Centers for Medicare and Medicaid Services (CMS) and the State of Maryland entered into the
Maryland All-Payer Model Agreement (“Agreement”) effective January 1, 2014. The Agreement
established performance measures that limit the allowed growth in all-payer hospital revenues and
required savings to Medicare program of at least $330 million over five years, as well as quality
improvements. Among other performance measures, the Agreement also required that Maryland
hospital reimbursement models be transitioned away from fee-for-service models to global and
population-based models over the five years of the Agreement. The All-Payer Model is the foundation of
health system transformation in Maryland.

The State developed global budgets for hospitals to accelerate the movement away from volume and to
focus hospitals’ efforts to improve patient-centered care and population health. Under global budgets,
hospitals receive an annual fixed revenue budget tied to population. If volumes increase, hospitals will
need to decrease rates to remain within the fixed budget parameters. If volumes decrease, hospitals
may adjust their rates toward reaching the global budget.

For the first two years of performance under the new model, Maryland had lower revenue increases on
an all-payer basis, higher savings for Medicare and increased quality. The All-Payer Model saved
Medicare $251 million of the $330 million required over the five-year demonstration. Maryland now
seeks to bend the cost curve for the total cost of care by improving the coordination of care through
implementation of care transformation and alignment activities.

Ensuring the sustainability of the All-Payer Model demands that Maryland’s delivery system develop
partnerships and infrastructure that will transform the delivery of health care. Since hospital
expenditures are fixed based on service areas and geographic measures of population, designing a total
cost of care model that can measure performance while the system transitions to more patient-
centered and population-based approaches requires similar collaboration. Therefore, Maryland and
CMS have formalized an Amendment to the All-Payer Model Agreement that allows the State's
providers to take on more responsibility for controlling the total system cost growth by implementing
care redesigns that extend beyond hospitals, allowing for continued success under the All-Payer Model
while accelerating the transition toward more comprehensive alignment. This approach will allow
hospitals to share resources with providers practicing at hospitals and ambulatory locations as long as
quality targets are met, costs do not shift between payers, and the total cost of care does not rise above
benchmarks. The approach will allow Maryland to incentivize improvements that address the needs of
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high-cost, high-need beneficiaries, realize cost savings from reducing avoidable utilization and lay the
groundwork for further provider alignment as the State moves ahead in the progression of the All-Payer
Model. In addition to physician alighment activities, the Amendment requires the submission of a
population health planin July 2017.

Additionally, the Agreement between CMS and Maryland calls for Maryland to submit a proposal for a
new model no later than December 2016, which limits the Medicare beneficiary total cost of care
growth rate across all health services and settings, and will account for the Medicaid total cost of care as
well for individuals dually-eligible for Medicare and Medicaid. In response, Maryland—with extensive
stakeholder input—has developed a Progression Plan that lays the foundation for a total cost of care
model, which rests on the principles of fostering accountability, aligning measures and incentives,
encouraging payment and delivery system transformation and ensuring the availability of tools to
support providers. Furthermore, the State has designed the Maryland Comprehensive Primary Care
Model to drive health care transformation and to promote primary care as a strategy to lower health
care expenditures and raise health outcomes.

State Innovation Model Project Activities

In 2014, the Maryland Department of Health and Mental Hygiene (DHMH) received a Round Two SIM
design grant, with the scope of activities focused on designing a Medicaid Integrated Delivery Network
(IDN) for individuals dually-eligible for Medicaid and Medicare, designing new population health
measurement activities, and funding to study connectivity between Maryland’s health information
exchange, the Chesapeake Regional Information System for our Patients (CRISP) and skilled nursing
facilities (SNFs). Maryland’s approach to its SIM design grant reflects the State’s unique delivery system
as well as the status of two intertwined pathways to transformation that the State agreed to pursue
with the federal government.

To avoid parallel processes that might conflict with one another, Maryland approached the activities
under the SIM grant and the expansion of the All-Payer Model as a braided approach to health system
transformation. The activities that occurred under SIM were part of a larger vision toward an all-payer
health system transformation and were determined to be key initiatives by the State and its
stakeholders during its SIM Round One Design project and the broader discussion surrounding the All-
Payer Model Agreement and ensuing Progression Plan.

While SIM activities formally fell outside of the All-Payer Model Agreement, SIM activities surrounded
and supported the All-Payer Model, and the All-Payer Model provided a foundation for SIM activities,
including the following scopes of work:

e The Duals IDN planning work provided a critical linkage between Medicare and Medicaid. Dual
eligibles are well recognized as a high-cost, high-need population that impact expenditures on
both the Medicaid and Medicare side. Designing a model to improve their health outcomes and
quality of life requires the participation of both programs to avoid cost-shifting and misaligned
incentives. With extensive stakeholder input, Maryland is planning for an accountable care
organization (ACO) structure that incorporates the specific needs of the duals.



e One of the key activities for transformation is increasing the coordination of care between
hospitals and post-acute care providers. The State’s SNF Connectivity Study analyzed health
information technology (IT) connectivity between SNFs and CRISP and is a key part of laying the
groundwork for increasing care coordination—a critical component of reaching the performance
goals set by the All-Payer Model, as well as supporting the initiatives of the Duals IDN.

e Finally, one of the goals of the All-Payer Model is to move providers and health systems toward
increased population health management and measurement to promote prevention strategies
and enhanced health outcomes, as exemplified by the population health plan required by the
Model Amendment. Maryland recognizes that management alone is not sufficient for sustained
improvement in health and lower spending over the long term. As such, Maryland’s SIM project
has developed a strategy to think through priorities for reducing risk factors, improving
underlying health status and identifying long-term improvement intervention opportunities.
These and other SIM-funded population health activities—including a framework for measuring
population health—will build on existing population health initiatives to advance health systems
and providers towards alignment of transformation efforts moving forward.

Another set of components key to transformation efforts includes the activities that CRISP has
undertaken to promote the transfer of information between different providers, including health
systems, ambulatory providers, health departments and other groups. This extends beyond the
Admission-Discharge-Transfer data and Encounter Notification Service functionality that CRISP has
already developed. CRISP is working toward expanding meaningful connectivity to providers beyond
hospitals so that ambulatory providers will also be able to transfer rather than simply receive notices.
Maryland has supported these efforts through various financial mechanisms that extend beyond
hospitals, allowing for continued success under the All-Payer Model while catalyzing the transition to
broader models. This includes the SIM-funded Care Plan Exchange Planning project that provided an
environmental scan of the current state of care plan sharing in Maryland.

Maryland’s State Health System Innovation Plan

Maryland’s approach to this report aligns with its approach to health system transformation—with the
All-Payer Model and SIM-funded project components working in concert to improving the health of
populations and reducing the per capita cost of health care.!

Chapter 1 provides an overview of the health care environment in Maryland, including population health
indicators.

Chapter 2 is focused on the All-Payer Model, describing the policy and financial levers that have driven
the success of the All-Payer Model to-date, opportunities for further alignment using Care Redesign
Programs under the Amendment and Maryland’s vision for the transition to a total cost of care model
that extends beyond the walls of the hospital. Chapter 2 addresses the SHSIP core areas of value-based

! Institute for Healthcare Improvement. (2009). The IHI Triple Aim. Available:
http://www.ihi.org/engage/initiatives/tripleaim/pages/default.aspx; accessed 16 November 2016.
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payment and service delivery, health care delivery system transformation, design and performance
objectives and stakeholder engagement.

Chapter 3 goes in-depth on the components across the three thematic areas of Maryland’s Round Two
SIM Design project—a Duals IDN, SNF Connectivity and Population Health—described briefly above.
Similar to Chapter 2, Chapter 3 includes elements of the SHSIP core areas of value-based payment and
service delivery, health care delivery system transformation, design and performance objectives and
stakeholder engagement, in addition to planning for population health, health IT, monitoring and
evaluation and finally, operations and sustainability.

Chapter 4 builds on the health IT elements introduced in Chapter 3 to provide an overview of the data
and health IT resources and functionalities in the State, and how they are supporting practice and
overall health system transformation today and as envisioned for the coming years.

Chapter 5 details workforce development initiatives in Maryland, providing clarity on how the State is
leveraging the All-Payer Model to support health worker training across levels of profession.
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Chapter 1:
Maryland’s Health Landscape

To gain a broad understanding of population health, Maryland incorporates measures of health
outcomes, utilization and health determinants from multiple sources. The State reviews a variety of
measures including aggregate levels of health outcomes, relevant position compared to its peers, risk
factors and expenditures, among others. Currently, the metrics are geographically-segmented at the
State- and County-level; however, there are ongoing efforts to develop a more granular understanding
of Maryland residents’ health. The State also looks to the characteristics of its payers and provider
infrastructure in order to present a full picture of its landscape.

Health Status in Maryland

Maryland consistently ranks in the upper tier of states on composite rankings of health. For example, in
the United Health Foundation’s 2015 America’s Health Rankings (“the Rankings”),”> Maryland was ranked
overall in eighteenth position out of all fifty states. Along these same lines, the Commonwealth Fund’s
2015 Health System Scorecard ranked Maryland in the top quartile for Access and Affordability, and in
the second quartile for Prevention and Treatment, Healthy Lives and Equity.> However, Maryland fell
behind other states in regard to Avoidable Hospital Use and Cost, where Maryland was ranked in the
bottom quartile. This lower ranking was related to relatively high levels of readmission and higher-than-
average scores on Prevention Quality Indicators (PQls). These results were supported by a 2016 report
from the Robert Wood Johnson Foundation (RWIJF). The RWJF County Health Rankings creates
summaries regarding performance on a variety of health outcomes by county compared to the national
median for each county in the US.” Generally, Maryland counties were above the median in health-
related outcomes and clinical care. However, the State’s performance in regard to the social
determinants of health was evenly split above and below the national median, suggesting there is
significant work left to be done.

Risk Factors and Determinants

Maryland recognizes that health outcomes and health equity are often driven by what happens outside
of the traditional health care system. Accordingly, Maryland monitors major social determinants of
health, associated risk factors, and related health behaviors that have been shown to not only result in
poor health outcomes for individuals with chronic disease, but also to be leading drivers of health care
cost increases (see Figure 1-1).°

? America’s Health Rankings, United Health Foundation. Maryland 2015. http://www.americashealthrankings.org/explore/2015-annual-
report/state/MD

® The Commonwealth Fund, 2015. Aiming Higher: Results from a Scorecard on State Health System Performance, 2015 Edition.
http://www.commonwealthfund.org/publications/fund-reports/2015/dec/aiming-higher-2015

* Robert Wood Johnson Foundation, 2016. County Health Rankings and Roadmaps.
http://www.countyhealthrankings.org/app/maryland/2016/overview

® Braveman, P., Egert, S and Williams, DR., 2011. The Social Determinants of Health: Coming of Age, Annual Review of Public Health; 32:381-98.
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Figure 1-1: Per Capita Costs in Maryland Associated with Chronic Disease Burden

Per Capita, All-Payer Hospital Costs by Per Capita, All-Payer Hospital Costs by Chronic Condition, 2015
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Data source: HSCRC/CRISP

For certain measures, Maryland fares much better than the national average; for example, Maryland is
ranked sixth in the nation for smoking (14.6 percent of adult Marylanders smoke).*” While Maryland has
significantly reduced the proportion of the population who smoke, other measures of underlying health
suggest substantial room for improvement, especially in regard to the proportion of the adult
population who are either overweight or obese (35.3 percent and 29.6 percent respectively).® On a
composite level, the impact of unhealthy of behaviors remains a concern in Maryland.

The Rankings measure a number of important health outcomes, such as preventable hospitalizations
and premature death. The Rankings also provide a broad picture of state performance in underlying
determinants of health status. These include risk factors and social determinants such as smoking,
obesity, air pollution, immunizations and children living in poverty. The Rankings found that Maryland
residents rank only slightly better than the national median on unhealthy behaviors, which include
smoking, physical inactivity, excessive drinking, obesity, and insufficient sleep. Higher risk behaviors
were disproportionately reported by Marylanders who were either less-educated or reported a lower-
socioeconomic standing.9

6 CDC, 2016, Early Release of Selected Estimates Based on Data From the National Health Interview Survey, 2015,
http://www.cdc.gov/nchs/data/nhis/earlyrelease/earlyrelease201605 08.pdf

7 Campaign for Tobacco-free kids, 2015. https://www.tobaccofreekids.org/research/factsheets/pdf/0176.pdf

8 CDC, 2014, BRFSS Prevalence and Trends Data,
http://nccd.cdc.gov/BRFSSPrevalence/rdPage.aspx?rdReport=DPH_BRFSS.ExploreByTopic&isIClass=CLASS14&isITopic=&islYear=2014&go=GO
° America’s Health Rankings. Spotlight: Impact of Unhealthy Behaviors. 2014. Maryland
http://assets.americashealthrankings.org/app/uploads/finalreport-spotlightunhealthybehaviors-4-apr-2016-1.pdf
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Figure 1-2. Proportion of Maryland Population Who Are Either Overweight or Obese According to the

Behavioral Risk Factor Surveillance System (BRFSS)
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Chronic Conditions
Marylanders’ lives are adversely affected by a number of chronic conditions that not only reduce the

length and quality of life but also drive up the cost of health care across the State. The top four chronic
health conditions that contribute the most to poor health outcomes in the State include: hypertension,

Table 1-3. Top Chronic Diseases in Maryland

Disease National
Ranking
Asthma 24
COPD 19
Diabetes 28
Hypertension 31
Heart 4
Disease
Depression 7

* Data source: BRFSS

Adult Prevalence
(2014)

13.5%
5.8%
10.1%
32.8%
3.2%
15.9%

diabetes, asthma and Chronic Obstructive
Pulmonary Disease (COPD) (see Table 1-3).
Given the burden on the population that these
conditions pose from both a clinical and
economic perspective, reducing the impact of
these conditions on Marylanders is a top
priority for the State in transforming health
care.

State Health Improvement Process
The State Health Improvement Process (SHIP) is
both an approach to improving health
outcomes at State and local levels as well as a
robust public health measurement system.

Under SHIP, the State monitors 39 measures of population health pegged to Healthy People 2020 goals.
These measures are calculated at both the State and jurisdiction levels and disaggregated by race and
ethnicity where possible. Baselines, targets and annual updates on these measures are provided to the
State’s 22 Local Health Improvement Coalitions (LHICs), who use this data to identify community health
needs, set local priorities and develop action plans relevant to improving the health of their
communities. DHMH meets regularly with the LHICs to discuss best practices on population health
initiatives and provide technical assistance as needed. DHMH also publishes a weekly e-newsletter and
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posts public health news on social media platforms. Increasing the capacity of SHIP to support the aims
of the State’s All-Payer Progression Plan was a key component of the work completed under Maryland’s
SIM project. (See Chapter 2 for a description of the Progression Plan and Chapter 3 for additional
information on potential new measures for SHIP.)
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Chapter 2:

Vision for Health System Transformation
in Maryland—The All-Payer Model

On January 1, 2014, CMS approved the implementation of an All-Payer Model for Maryland. Discussed in
further detail below, the All-Payer Model forms the foundation on which health system transformation
is built in Maryland. The All-Payer Model is a progression from Maryland’s successful hospital rate-
setting system, which controlled the cost of hospital care in Maryland on a per-admission basis for
almost forty years; the new model shifts toward value-based payment by holding hospitals accountable
for the total cost of hospital care.

While the All-Payer Model has demonstrated impressive results to-date, its authorization stems from a
five-year state demonstration whose terms and conditions drive Maryland to create further innovation,
taking the total cost of care metric outside the hospital walls to encompass all health services during the
next model term period, anticipated to start in 2019. During the first year of implementation, efforts
focused on bringing Maryland’s acute care hospitals under global budget revenue arrangements,
focusing on person-centered interventions for reducing potentially-avoidable utilization and engaging
stakeholders. The period of 2015-2016 centered on clinical improvement, care coordination, integration
planning and infrastructure development, in addition to fostering partnerships and alignment across
hospitals, other providers and community resources. During 2017-2018, Maryland will implement an
amendment to the All-Payer Model Agreement (see “Care Redesign Amendment” below), further
consumer engagement and progress toward the total cost of care model required for the next term of
the All-Payer Model. Maryland has developed a Progression Plan that outlines its strategy toward that
end.

Maryland’s Vision for Transformation

Maryland’s vision is to achieve person-centered care, foster clinical innovation and excellence in care,
and improve population health and moderate the growth in costs on a statewide basis and in the all-
payer environment through the transformation of the health care delivery system.

As outlined in more detail below, Maryland plans to achieve its vision by working toward three key
goals: (1) improve population health; (2) improve outcomes for individuals; and (3) control growth of
total cost of care. These tenets are apparent throughout the entirety of Maryland’s innovation plan.

Goal 1: Improve population health

e Ensure adequate access to appropriate community-based care to promote prevention and early
detection of disease.

e Identify and provide additional resources (e.g., increased access to care and team-based supports,
effective coordinated treatment, medication management, behavioral health services, and other
services) for individuals with complex and chronic conditions to slow disease progression.
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e Address upstream influences on health status, including personal health behaviors, behavioral
health issues and environmental factors, particularly for vulnerable populations.

e Address social determinants of health status and access to care through case management,
resources from community organizations and public supports.

Goal 2: Improve care outcomes for individuals

e Enhance the delivery system’s person-centered care approach. This approach tailors care based on
individual needs and goals, engages patients and families in decision-making and educates patients
and caregivers on appropriate care and recovery.

e Improve episodes of care, reaching beyond individual events. Person-centered care uses state-of-
the-art health information tools to make better information available at the point-of-care and to
coordinate care across the system.

e Increase supports for complex and chronically-ill patients to enable them to manage their conditions
effectively in order to prevent avoidable utilization and complications of disease.

e Ensure adequate access to appropriate community-based services so that individuals with complex
and chronic health issues, including behavioral health, can continue living and receiving care in the
community.

e Improve coordination of care across settings, reducing re-visits, medication errors and negative
health outcomes.

e Reduce health care-acquired conditions and complications of care.

Goal 3: Control growth of total cost of care

e Strive to achieve the first two goals (i.e., improving population health and improving care
outcomes), because the most effective strategy for reducing the need for high-cost settings and
interventions is to keep people healthy and well-supported in the community.

e Provide an early and intense focus on fee-for-service (FFS) Medicare and dual eligible beneficiaries,
since these populations are rapidly growing and have higher needs and underdeveloped supports.

e Transform and align payment and delivery systems around the core goals of improving outcomes
and health and thereby support high-value care in appropriate settings.

e Support all types of providers in organizing to take increasing accountability for cost and care
outcomes.

e Align public health and community organizations to provide chronic illness management supports
that enable vulnerable individuals and their families to function safely in their homes and in the
community.

The All-Payer Model

The All-Payer Model Agreement requires the State to limit the annual growth in all-payer hospital per
capita revenue for Maryland residents to the average growth in per capita gross state product (GSP) for
the 2002-2012 period (a 3.58 percent growth rate). Over calendar year (CY) 2014, per capita revenue for
Maryland residents rose 1.47 percent as compared to CY 2013 and by 2.31 percent between CYs 2014
and 2015.
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The All-Payer Model also requires the State to achieve an aggregate savings in Medicare spending equal
to or greater than $330 million over the five years of the agreement. Savings are calculated by
comparing the rate of increase in Medicare hospital payments per Maryland beneficiary to the national
rate of increase in payments per beneficiary.

Approaching the end of the third calendar year, with results through the third quarter of calendar year
2016, Maryland met or exceeded the key Agreement measures for limiting hospital cost growth, while
also improving quality. Despite unusually slow growth in national Medicare expenditures per
beneficiary, Maryland has kept Medicare hospital and total cost per beneficiary growth below national
levels since the Agreement’s base year (CY 2013). In its first two years, relative to national growth, the
Agreement saved Medicare $251 million of the $330 million in hospital costs that is required over the
five-year demonstration. Through August 2016, Maryland estimates hospital savings of approximately
$178 million, bringing total hospital savings to an estimated $429 million—exceeding the five-year
savings requirement. Medicare hospital costs per beneficiary grew at a rate four percent lower in
Maryland than the national growth rate from 2013 through August 2016. However, the 2016 figures
contain estimates that could change, which could make results be less favorable for the remainder of
2016. At the same time, Maryland also kept the growth in hospital spending on an all-payer basis well
below the ceilings established in the Agreement, which were tied to the long-term growth of the
economy.

Despite these improvements in cost control and quality, Maryland is committed to developing and
executing further innovations in all-payer payment and service delivery reform, as additional
interventions have proven necessary. In CY 2015, non-hospital spending for Medicare rose faster in
Maryland than in the nation, relative to the prior year. Some of the increases in non-hospital spending
might be expected in transitioning care to lower-cost settings. While Maryland is ahead of its hospital
savings requirements and its cumulative total Medicare spending per beneficiary growth rate is below
the national trend since 2013, the non-hospital spending trend reinforces the need to increasingly focus
on the total cost of care in the remaining years of the current term, as well as the second term of the
Agreement, due to begin in 2019. As Maryland moves forward during this first phase of the All-Payer
Model, it will continue to apply available levers to decrease potentially-avoidable utilization (PAU),
which is seen as the primary driver for improving care and decreasing costs.

Global Budget Revenue: An Effective Lever for Transformation

The HSCRC employs several policy levers to incentivize attainment of the cost and quality targets under
the model, which still leaving the hospitals flexibility for innovation. Hospitals are not paid a set fee per
procedure or encounter by payers like Medicaid, Medicaid managed care organizations or any other
payers. Rather, hospitals under the All-Payer Model receive a fixed global budget, where hospital
revenue is capped for inpatient and outpatient services. Under this system, hospitals have a financial
interest to reduce potentially-avoidable utilization and to improve health outcomes for all populations.
On a yearly basis, the HSCRC—with extensive stakeholder input—develops an update to the Global
Budget Revenue (GBR) formula, in essence, setting the annual fiscal year budget for the hospitals that
are governed by GBRs. The update takes into account all sources of revenue that contribute to the
growth of hospital revenues in the state without causing a revenue increase above the 3.58 percent
limit.
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In addition to providing an annual cap on hospital revenue and thereby motivating hospitals to shift
from volume- to value-based care, the GBRs also serve as a mechanism for investing funds for
infrastructure to support health system transformation (e.g., care coordination and population health
initiatives) into the hospital budgets. In May 2015, Maryland awarded $2.5 million to eight hospital-
based regional partnerships to support the planning and development of various transformation efforts
to address the health needs of the partnerships’ populations. In addition, the State invested an extra
0.59 percent of revenue into rates across all hospitals in fiscal year (FY) 2016 to support the
development of infrastructure initiatives to support transformation, with an additional 0.25 percent
available through a competitive process.

Finally, the annual updates enable the HSCRC to adjust uncompensated care levels and quality policies.
The All-Payer Model implements population-based and person-centered performance targets to drive
quality of care and ensure population health improvement. Hospitals are required to demonstrate
reductions in readmissions below the Medicare national average, and in preventable conditions under
Maryland's Hospital-Acquired Conditions (MHAC) program, among other requirements.

Controlling the Total Cost of Care

The development of the FY 2017 update factor is an example of how the GBR is an effective driver of
transformation. During the development process, the HSCRC balanced the expected ability of hospitals
to provide quality care with the need to address an observed increase in the total cost of care. The
update provided an increase of 2.72 percent for revenues under global budgets, with 2.16 percent
allocated for the first six months of FY 2017 and the remainder across the final six months. This
approach represents a compromise between hospital concerns around financial solvency and the State’s
concerns around the increase in the total cost of care, which is one of the All-Payer Model’s guardrails.
Toward this end, the HSCRC employed its rate-setting authority to place stipulations around the mid-
year additional inflation factor, encouraging hospitals to focus interventions around total cost of care
monitoring, the implementation of programs focused on complex and high-needs patients and greater
partnerships with physicians and post-acute and long-term care providers to receive the increased rate
at mid-year.

Adjustment for trends stemming from reforms (e.g. the Patient Protection and Affordable Care Act
(ACA), specifically, the decrease in the uncompensated care provision, which traditionally has supported
hospitals facing bad debt and providing charity care) is another financial use case for the GBR. With the
implementation of the Medicaid expansion and health benefit exchanges under the ACA in January
2014, the number of uninsured Marylanders who might have previously benefitted from charity care
decreased. Within one year of the Medicaid expansion, uncompensated care dropped by 17 percent
across the country, nearly all of which took place in states that opted to expand Medicaid, including
Maryland.' This shift prompted the HSCRC to modify its approach to calculating uncompensated care
from its previous, historical-facing model. In FY 2015, the uncompensated care provision, which is
provided through the global budgets, decreased from 7.23 to 6.14 percent, followed by 5.25 percent in

10 Cunningham P, Rudowitz R, Young K, Garfield R, Foutz J. (2016). Understanding Medicaid hospital payments and

the impact of recent policy changes. Issue Brief—The Kaiser Commission on Medicaid and the Uninsured. Available
http://files.kff.org/attachment/issue-brief-understanding-medicaid-hospital-payments-and-the-impact-of-recent-

policy-changes; accessed 31 October 2016.
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FY 2016. Under a continuously-evolving model, the uncompensated care provision in rates for FY 2017
was further lowered to 4.69 percent.

Improving Quality

The inclusion of various quality programs in the All-Payer Model is key to the transition from volume-
based to value-based reimbursement for health care. The HSCRC has created and maintains several
quality programs that hold hospitals financially-responsible for quality improvement, including the
Quality-Based Reimbursement program (QBR), the MHAC program, the Readmissions Reduction
Incentive Program (RRIP), and the PAU Savings policy. These Maryland-specific programs exempt
Maryland from federal Medicare quality-based programs, provided that Maryland holds a greater or
equal amount of hospital revenue at-risk than the national Medicare programs. This approach provides
Maryland hospitals and their partners the flexibility to customize their interventions to their local
context, fostering more meaningful innovation.

One of the cornerstones of the All-Payer Model is the goal to reduce Maryland’s hospital readmission
rate to equal or below the national Medicare readmission rate by CY 2018, closing the gap by at least
one-fifth annually. Prior to the implementation of the All-Payer Model, Maryland’s readmission rate had
been consistently higher than the national rate. Readmissions constitute a challenge to the provision of
efficient care nationwide, generating substantial unnecessary costs and a lower quality of care for
patients. With improvements to the coordination of care transitions and the quality of care overall,
hospitals can take several actions to reduce readmissions.™ For FY 2018, the Maryland’s RRIP policy
builds on the experience of previous years by adding an attainment measure. Going forward, hospital
performance will be measured as the better of attainment or improvement. Developed jointly with
stakeholders, this new approach, mitigates the concern that hospitals that started with especially low or
high readmissions rates were being unfairly penalized or rewarded, based on their ease or difficulty in
achieving the target improvement rate. The RRIP is implemented on an all-payer basis, whereas the
national readmissions program—established by Section 3025 of the ACA—pertains to Medicare-only.

The PAU Savings policy previously calculated a proportion of the GBR as savings from expected
readmissions reductions. To reflect the anticipated return on investment (ROI) from recent
infrastructure investments for care coordination, care management and population health
improvement—totaling nearly $180 million (see the section below)—the PAU program shifted to
incorporate ambulatory-sensitive conditions. Additionally, hospitals on the receiving end of
readmissions and observation stays over 23 hours will be incorporated into the model. Hospitals are at
increasing risk for PAU; for example, the FY 2017 program claims a 1.25 percent reduction in total
revenue, which is a 0.65 percent further reduction over the previous year.

Improving Population Health and Transformation under the All-Payer Model
The nature of Maryland’s All-Payer Model encourages hospitals to look outside their walls and seek to
collaborate with community partners and in some cases, other hospitals. The HSCRC has led the

" The Centers for Medicare and Medicaid Services. (2016.) The Hospital Readmissions Reductions Program.
Available https://www.cms.gov/Medicare/Quality-Initiatives-Patient-Assessment-Instruments/Value-Based-
Programs/HRRP/Hospital-Readmission-Reduction-Program.html; accessed 1 November 2016.
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development and implementation of several programs to support hospitals in this transition, including
investing State and payer funds through hospital rates under the GBRs.

Infrastructure Investments

In fiscal years 2014 and 2015, hospitals under GBR arrangements received over $90 million to invest in
infrastructure necessary to meet the goals outlined in Maryland’s All-Payer Model, focusing on care
transitions, coordination and case management. Overall, hospitals applied this funding in the following
areas:

e Expanding case management and care transitions;

e Increasing access to non-hospital provider care;

e Removing barriers to social services necessary for improved population health;
e Promoting patient education; and

e Increasing post-discharge support and follow-up care.

The top categories of investments included the expansion of case management (15.8 percent of funds),
information technology (IT) and data analysis (11.9 percent) and transitional care (11.4 percent), all
interventions that are linked with reducing avoidable admissions and readmissions. Priority populations
targeted under these interventions included high emergency department utilizers, Medicare patients,
readmitted patients and patients with multiple chronic conditions. Under this program, hospitals will
continue to invest in partnerships with external partners and initiatives with the aim of moving toward
more integrated care delivery.

Regional Partnerships for Health System Transformation

Maryland also leveraged the expertise of and partnerships between State agencies to foster health

system transformation. With an investment from the State government, DHMH and the HSCRC held a

competitive application process in 2015 for hospitals and non-hospital partners to establish consortia

with a focus on analytics, targeted services based on patient and population needs, and care

coordination and population health improvement approaches. The eight selected Regional Partnerships,
which were geographically representative of Maryland, were

Regional Partnerships: Sca"ng up care required to Submit interim and ﬁnal reports detalllng their

coordination through health information
technology

Each regional partnership was assigned a
point of contact from Maryland’s health
information exchange, CRISP. The CRISP
technical assistance providers supported the
Regional Partnerships to understand the
evolving legal and policy framework for data-
sharing in the sharing of tools for care
coordination, such as care plans, alerts and
other patient-specific data.

plans for health system transformation in the following areas:

e Goals, strategies, and outcomes for the partnership;

e Formal relationships through legal, policy, and
governance structures;

e Data and analytic resources;

e Risk stratification, health risk assessments, care
profiles, and care plans;

e Care coordination human resources, tools, process,
and technology;

e Alignment of physicians and community providers;

e Organizational effectiveness tools;

e Care delivery models; and

e Financial sustainability.
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These partnerships received technical assistance from the state-designated health information exchange
(HIE), Chesapeake Regional Information System for our Patients (CRISP) and a specialized consulting
firm. Regional Partnerships were considered eligible entities for Competitive Transformation
Implementation grants (described in detail below); however, participation in a Regional Partnership was
not a requirement to apply for a transformation implementation grant. Six of the nine Transformation
Implementation grant awardees—Bay Area, Community Health Partnership, Howard County, Nexus
Montgomery, Trivergent Health Alliance, and Upper Chesapeake—were also Regional Partnerships,
furthering the progress of the State’s initial investment in their creation.

Transformation Implementation Grants

In addition, as noted earlier, the HSCRC earmarked up to 0.25 percent of FY 2017 revenue in the GBR
system to support collaboration among hospitals and their community-based partners through a
competitive transformation grants program. The grant program is intended to focus on particular
patient populations (e.g., Medicare patients with multiple chronic conditions and high-resource use, frail
elders with support requirements and dually-eligible patients with high-resource needs). However,
awarded projects can also include strategies for improving overall population health over the long-term,
with particular attention paid to reducing risk factors, fostering partnerships and aligning providers to
increase care coordination, with the ultimate aim of decreasing PAU.

Twenty-five hospitals, comprising nine partnerships, received awards in the first round of the funding
allocation. These partnerships demonstrated a strong commitment to improving care coordination
through innovative strategies, promoting population health, and reducing hospital utilization in their
communities. In addition to producing savings, the program requires that the partnerships share a
portion of their ROl with payers, who are supporting these investments through the GBR system. The
ROI will be shared with payers by a 10 percent annual reduction in the award amount for the first three
years, culminating in a 30 percent reduction from the original award amount by FY 2020. Table 2-1
provides an overview of the awarded partnerships, demonstrating the progress of Maryland hospitals in
collaborating with traditional competitors to further health system transformation.

Table 2-1. Competitive Transformation Implementation Awardees

Partnership Group Name | Region Participating Hospitals

E:?/trl:f;%ransformatlon Central Anne Arundel Medical Center; UM Baltimore-Washington Medical Center
Community Health Central Johns Hopkins Hospital; Johns Hopkins - Bayview; MedStar Franklin Square;
Partnership (Baltimore City) | MedStar Harbor Hospital; Mercy Medical Center; Sinai Hospital

Greater Baltimore Medical Central Greater Baltimore Medical Center

Center

Howard County Regional Western Howard County General Hospital

Partnership

Holy Cross Hospital; Holy Cross-Germantown; MedStar Montgomery General;
Nexus Montgomery Capital Shady Grove Medical Center; Suburban Hospital; Washington Adventist
Hospital

Total Eldercare Central

Collaborative (Baltimore City) MedStar Good Samaritan; MedStar Union Memorial

Frederick Memorial Hospital; Meritus Medical Center; Western Maryland

Trivergent Health Alliance | Western Hospital Center
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Partnership Group Name | Region Participating Hospitals

University of Maryland .
(UM) - St. Joseph Central UM St. Joseph Medical Center
Upper Chesapeake Health Upper Eastern UM Harford Memorial Hospital; UM Upper Chesapeake Medical Center; Union

Shore Hospital of Cecil County

Population Health Workforce Support for Disadvantaged Areas Program

In FY 2017, an additional 0.06 percent of GBR revenue was included to fund a program that commits
participating hospitals to train and hire workers from geographic areas of high economic disparities and
unemployment. The program, which will be discussed in greater detail in Chapter 5, will stimulate jobs
in the areas of care coordination, population health, health information exchange, health IT and
consumer engagement.

The successful implementation of the All-Payer Model to date has relied on the ability of the model to
adapt according to both hospital performance and the changing state and national health care
landscape. While the guardrails stipulated in the Model Agreement remain static, the contractual
requirement to submit a proposal for the next five-year period by the end of 2016 demands that the
State be constantly looking forward, improving the current phase of the model and preparing it for the
next phase.

Care Redesign Amendment

Maryland stakeholders recognized that greater provider alignment and transformation tools are needed
to better serve patients. The current All-Payer Model is similarly focused on strengthening and
optimizing: 1) the chronic care provider-patient relationship, 2) care management for high-needs and
complex patients and 3) care coordination among providers across the continuum of care. In response,
the State proposed, and CMS approved, a Care Redesign Amendment (“Amendment”) to the Agreement
in September 2016. The Amendment aims to modify the All-Payer Model by:

e Implementing effective care management and chronic care management;

e Incentivizing efforts to provide high-quality, efficient, and well-coordinated episodes of care;
and

e Supporting hospitals’ ability, in collaboration with their non-hospital care partners, to monitor
and control Medicare beneficiaries’ total cost of care growth.

The Amendment gives Maryland hospitals the opportunity to implement Care Redesign Programs
intended to improve health outcomes. Care Redesign Programs will allow hospitals to access
comprehensive Medicare data, share resources and offer incentives to community physicians and
practitioners, physicians that practice at hospitals and other providers, collectively known as care
partners. Maryland hospitals will be able to share incentives for these programs as long as care is
improved, hospital-level total cost of care growth benchmarks are not exceeded, and other
requirements are met. Hospitals and their care partners can leverage Medicare data for implementing,
monitoring, and improving their Care Redesign Programs. Through the Amendment, Maryland hospitals
can promote greater linkages with their non-hospital care partners on key goals of the All-Payer Model,
including improving care management of complex and chronically-ill patients, improving episodes of
care, enhancing population health and addressing the total cost of care. A portfolio of such programs
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will be developed over time. Starting in CY 2017, hospitals can choose to participate in the first two Care
Redesign Programs: the Hospital Care Improvement Program (HCIP) and the Complex and Chronic Care
Improvement Program (CCIP).

Hospital Care Improvement Program

The Hospital Care Improvement Program will be implemented by hospitals and physicians with
privileges to practice at a hospital. The HCIP strives to improve the efficiency and quality of inpatient
episodes of care by encouraging effective care transitions; encouraging the effective management of
inpatient resources; and promoting decreases in potentially avoidable utilization. All of these efforts aim
to improve quality and patient satisfaction and reduce costs per acute care admission.

Care Redesign under HCIP: Example activities Complex and Chronic Care Improvement
o , , Program
° Ca.re coordination anq discharge planning The Complex and Chronic Care Improvement Program is
o Evidence-based practice support i o .
. . designed to provide incentives, shared resources and
o Patient safety practices . . .
e Harm reduction, such as seff-reporting adverse data for community-based providers to support high-
events value activities focused on patients with complex and
o  Staff development, such as computerized rising needs, such as multiple chronic conditions. The
physician order entry training, and CCIP will be implemented by hospitals in collaboration
e Efficiency and cost-reduction with community physicians and practitioners. The CCIP

strives to link the hospitals’ efforts in managing the care
of current high-need patients with the primary care
providers’ efforts to care for the same populations, as

Care Redesign under CCIP: Example activities

e (Care management: Health Risk Assessments,

care plans well as patients with rising needs. The approach also
e Care coordination: Discharge summaries, aims to reduce potentially-avoidable utilization and
medication reconciliation facilitate overall practice transformation towards more
e Community activities: Services outside the person-centered care. The program ties resources from
traditional office setting hospitals together with resources from Medicare

payments to community-based providers and
practitioners to create a chronic medical home for high-need individuals.

The Amendment gives Maryland the flexibility to expand and refine Care Redesign Programs, based on
outcomes, learnings and changing levels of sophistication of Maryland’s health care system players, as
well as the needs of health care consumers. The State will deploy a process by which providers and
stakeholders make recommendations on enhancements to current programs or for the introduction of
new programs to meet the unique needs of Maryland’s patients, payers and health care providers. This
flexibility also improves the State’s responsiveness to external changes brought on by the Medicare
Access and CHIP Reauthorization Act of 2015 (MACRA) and other new federal regulations and initiatives.
Through this flexible framework, the Amendment will facilitate the State’s ongoing progression towards
addressing system-wide health care outcomes and costs.
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All-Payer Model Progression Plan

While the initiatives encompassed under the current All-
Payer Model are both ambitious and unique compared to
other states across the country, the Agreement’s signatories
recognized, even prior to its implementation, that
Maryland’s innovative approach would be dynamic and
evolving. The All-Payer Model Agreement with CMS calls for

Sustaining Health System Transformation:
Maryland’s commitment to stakeholder
engagement

Maryland recognizes that the success of its
health care innovations rests upon stakeholder

buy-in. In addition to the influential Advisory Maryland to submit its plan by December 31, 2016,

Council, the Department and the HSCRC have | describing how to extend the Model to limit the growth in

convened stakeholder workgroups in the total cost of care for Medicare beneficiaries in a second term

following areas since the enactment of the All- | that will begin on January 1, 2019. Accordingly, Maryland

Payer Model: stakeholders have developed the Progression Plan (“the

Plan”), which updates and advances Maryland’s strategies to

e  HSCRC-led: Advisory Council, Consumer improve care and health outcomes, while limiting spending

Standing Advisory Committee, Payment growth over time. The Plan outlines Maryland’s proposal to

Models, Performance Measurement, Data | accomplish the Model’s expanded system-wide goals and
and Infrastructure (completed), Physician address the State’s goal of including the Medicaid costs for

Alignment (completed) dual eligible beneficiaries. The Progression Plan has been
e  Department-led: Duals Care Delivery submitted separately to CMS; this document provides
e  Stakeholder-led: Care Coordination summary of highlights from the Plan.

(completed), Consumer Engagement &

Outreach (completed) To support the development of the Progression Plan, the

DHMH and HSCRC reconvened the Advisory Council.
Consisting of industry leaders representing hospitals and health systems, providers, payers, consumer
advocates and other thought leaders, the Advisory Council played a crucial role in the successful rollout
of the current All-Payer Model in late 2013 and early 2014. For its 2016 efforts, the Advisory Council
membership was expanded to include representatives from the physician and long-term care
communities, in a nod to the Agreement’s model development requirement. With the Advisory Council,
Maryland has committed to a set of common goals for the model:

Reduce potentially-avoidable utilization;
Improve quality and outcomes;

Deliver person-centered care;

Reduce spending growth;

Maintain the All-Payer Hospital Model; and
Align with non-hospital models.

The current All-Payer Model Agreement creates full accountability for hospital spending by including
requirements for all-payer and Medicare hospital spending. The Progression Plan proposes to provide
additional tools and structures for hospitals and their care partners to control the growth in the total
cost of care, inclusive of both hospital and non-hospital spending.

As noted earlier, in CY 2015, non-hospital spending for Medicare rose faster in Maryland than in the
nation, relative to the prior year. Some of the increases in non-hospital spending is expected in
transitioning care to lower-cost settings. Even though Maryland is ahead of its savings requirements, the
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non-hospital trend reinforces the need to focus on total cost of care in the remaining years of the
current term, and the second term of the Agreement. The Plan lays out an approach that builds on the
Model’s early achievements by expanding transformation to include the continuum of providers,
implementing new and better data and tools to support efforts and adding financial incentives,
programs and accountabilities. Maintaining the pace of improvement under the Model will be
challenging, since improvements will increasingly rely on complex delivery system transformation and
coordinated efforts beyond hospitals.

Preserving the integrity of the current hospital model is critical to the ongoing success of Maryland’s
health care system. Each of the strategies proposed in the Progression Plan is designed to build on the
current hospital model and work together to meet Maryland’s objectives. Maryland’s overall goal is to
ensure that all Marylanders benefit from delivery system transformation through improved quality of
care, better population health, and greater cost efficiency.

With its charge to affect Maryland’s six million residents and over $20 billion in annual health spending,
the Progression Plan will engage all Maryland hospitals, physicians, other healthcare providers and
payers in the ongoing work of improving the quality of care for all Marylanders. The Plan includes
strategies that address all-payer hospital revenues, Medicare spending outside of hospitals and
Medicaid costs for dual eligibles. The immediate implementation focus will be a targeted subset of
approximately 800,000 Medicare FFS beneficiaries, many of whom would benefit from more robust care
management structures. While the Progression Plan will start with a stronger focus on Medicare
beneficiaries, including dual eligibles, the design process will also set the stage for applicability to all
Maryland payers and all health care consumers, with expected improvements in outcomes and lower
costs on an all-payer basis.

The Progression Plan organizes strategies under five main strategies:

I.  Strategy One: Foster accountability by organizing hospitals, physicians, and other providers to
take accountability for groups of patients or populations within a geographic area. This effort
will build on the hospital accountability already in place under the All-Payer Model and will be
accomplished through the following strategies:

1. Leverage existing provider and payer accountability structures;

2. Implement local accountability for population health and Medicare total cost of care
through a geographic value-based incentive; and

3. Establish a Dual Eligible Accountable Care Organization (D- ACO) model.

Il.  Strategy Two: Align measures and incentives for all providers with the goals of the Model. This
will be accomplished via the following strategies:
1. Reorient hospital measures to align with updated All-Payer Model goals;
2. Align measures across the continuum of providers and programs;
3. Engage physicians and other professionals by leveraging the incentives and
requirements created by MACRA.

Il. Strategy Three: Encourage and develop payment and delivery system transformation to drive
coordinated efforts and system-wide goals. This will be accomplished via the following
strategies:
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1. Develop a Maryland Comprehensive Primary Care Model;
2. Develop initiatives focused on post-acute and long-term care;
3. Explore initiatives to include additional physicians and providers and services in care

transformation;

4. Improve the financing and organization of the behavioral health delivery system; and
5. Promote investments in innovation, technology, and education.

IV.  Strategy Four: Ensure availability of transformation tools to support all types of providers in

achieving transformation goals:

1. Enable and support the healthcare community to appropriately share data in order to

improve care.

V. Strategy Five: Devote resources to increasing consumer engagement
1. Transform the health care delivery system with consumer-driven and person-centered

approaches; and

2. Engage, educate, and activate patients, providers, and all stakeholders.

In addition to its foundation in those five strategies, the Progression Plan will be aligned with several
guiding principles. First, Maryland must maintain the strong foundation of its existing hospital all-payer
system. The core of the Progression Plan will continue the parameters around hospital per capita
growth, which have demonstrated success across payers during the first two years of the All-Payer
Model. Secondly, primary care must be strengthened to complement the existing hospital-based
innovations as a fundamental element of delivery system reform. DHMH and HSCRC are working
collaboratively with CMMI to develop a primary care model that will leverage federal payment
reforms—namely, MACRA and Comprehensive Primary Care Plus (CPC+). The section below describes
the Maryland Comprehensive Primary Care Model in additional detail. Third, Maryland views states as

Leveraging Health IT for Progression Plan
Implementation: Planning for Skilled
Nursing Facility Connectivity

Implementing a total cost of care model will
require extending the tools offered by
Maryland’s robust health information exchange
beyond the walls of the hospitals. Using SIM
funds, Maryland conducted a study to develop
a roadmap for connecting skilled nursing
facilities (SNFs), including identification of key
data elements for predictive analysis and an
environmental scan of electronic health record
use in SNFs.

an appropriate testing ground for new models and looks
forward to continued collaboration with its federal partners
regarding flexibility to develop and implement innovative
programs. Also, in addition to leveraging MACRA through
the Maryland Comprehensive Primary Care Model, Maryland
must support physicians and align incentives by designing an
All-Payer Model that qualifies as an Advanced Alternative
Payment Model (APM). Finally, recognizing the potential
long-term return on investment for preventive services,
Maryland expects to monitor costs for preventive services
separately, to not discourage providers from spending
money for recommended services that will improve
population health.

The importance of building flexibility into the development
of the Progression Plan is underscored by the concurrent

development and implementation of other innovations on a national scale. While Maryland is exempt
from many national Medicare requirements due to its unique rate-setting approach and now All-Payer
Model, other reform efforts have been rolled out in Maryland both inside and outside the hospital
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space, such as provider-based ACOs and payer-driven patient-centered medical homes (PCMHs).
Maryland is taking into consideration the entire landscape of health care innovations, while recently
keeping a keen eye on two proposed initiatives that have the potential to utilize available levers at the
federal level to drive transformation.

MACRA

Following the inception of the All-Payer Model Agreement, MACRA was enacted at the federal level and
has created a new framework within which physicians and other providers can be encouraged and
incentivized to embrace value-based care delivery. The MACRA Quality Payment Program combines
multiple existing physician and hospital quality reporting programs into the Merit-Based Incentive
Payment System (MIPS), while providing bonus payments for participation in APMs. Physicians accepting
Medicare will either qualify as participants in Advanced APM entities or be subject to MIPS. Under MIPS,
Part B payments to clinicians are automatically-adjusted based on a Composite Performance Score,
receiving positive, negative or neutral adjustments in a budget-neutral system. Alternatively, qualifying
Advanced APMs will receive a five percent lump sum bonus in 2019-2024, followed by a higher fee
schedule updates in 2026.

The implementation of MACRA will have broad-reaching implications for Maryland. While the All-Payer
Model exempts Maryland from certain national Medicare requirements, it also limits the State’s
participation in other innovative risk-shifting programs that have been tested in other states, such as the
Bundled Payments for Care Improvement Initiative, which would otherwise serve to bridge the
transition to risk-bearing under MACRA. Given these limitations, Maryland is working with CMS to
determine if the All-Payer Model, in both current and future iterations, will qualify as an Advanced APM.
Maryland’s objective is to provide a pathway for all providers subject to this legislation to participate in
the programs under the Progression Plan, through the creation of care improvement programs and
updates to the GBR system. Recognizing that CMS only recently issued final regulations to implement
MACRA, the Progression Plan includes preliminary concepts on how to accomplish this transition.
Maryland will continue to work with CMS and stakeholders to develop and finalize its strategies.

Maryland Comprehensive Primary Care Model

In alignment with the Progression Plan and the effort to development payment and delivery system
transformation in Maryland, the State has initiated a strategy to enhance primary care delivery by
designing the Maryland Comprehensive Primary Care Model. With its focus on hospitals, the All-Payer
Model creates a foundation for payment and delivery transformation for all patients and payers. As
Maryland moves to the second phase of the All-Payer Model in January 2019, providers will take on
increased responsibility for health, care outcomes and total cost of care for Medicare FFS beneficiaries.
Hospitals cannot accomplish this alone; the All-Payer Model must build in increased collaboration with
non-hospital providers of care. The rapid aging of the population and related increase in the number of
patients with chronic conditions spur transformation to begin as soon as possible.

Primary care that drives improved quality of care and population health is essential to meet the needs of
chronically-ill patients, slow disease progression and prevent the need for higher-acuity care settings.
However, many primary care settings lack the resources to meet the full range of needs of the growing
number of patients with chronic conditions. Needed resources include care management, care
coordination and connection to social services.
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Maryland, equipped with experience and expertise in primary care transformation, proposes to borrow
the attributes of the CPC+ advanced primary care model. This foundational payment and delivery
system reform is designed to be interoperable with every fee-for-service accountability system. The
CPC+ program offers primary care clinicians the opportunity to increase their focus on patient panel
management and improved outcomes.

The goals of the Maryland Comprehensive Primary Care Model are consistent with the vision for All-
Payer Model progression:

e Align community providers with hospitals and specialists to foster collaboration in the care of
shared patients in order to reduce potentially avoidable utilization;

e Reduce the pool of high needs and super-utilizing patients through better management of the
rising risk population to avoid the development of advanced disease;

e Move care to the safest, most appropriate and most cost-efficient care setting possible;

e Allow clinicians to assume greater overall responsibility for patient populations, thereby
providing a path toward sustainability and success for the Maryland Comprehensive Primary
Care Model and All-Payer Model;

e Identify and reduce disparities in care delivery and health outcomes; and

e Foster and implement innovations in health care delivery, including multidisciplinary integration
of services.

Maryland is proposing two innovations to CPC+’s approach to primary care. First, Maryland is designing
a set of Care Transformation Organizations. CTOs will provide care management resources, data tools
and analytics, social service and hospital connections, infrastructure and technical assistance to PCHs.
For example, practices would have access to technical assistance and advice to assist their patients, to
include nurses, pharmacists, nutritionists, asthma educators, social workers and community health
workers. Second, Maryland’s model goes beyond traditional primary care providers, expanding to
specialist and behavioral health providers who serve as the first source of care for a patient. These
patient-designated providers would come from both traditional primary care and other specialties to
reflect the preferences of patients, while ensuring the requirements of a fully-transformed,
comprehensive practice devoted to all of the needs of the individual.

Redesigning primary care to achieve better overall population health outcomes, in concert with
implementing the Care Redesign Amendment programs targeting the State’s current high need patients,
prepares hospitals for success in the second term of the All-Payer Model. This prepares primary care
clinicians for success in the era of MACRA, and most importantly provides needed supports to Medicare
patients. The Maryland Comprehensive Primary Care Model, in concert with the current All-Payer Model
and the programs of the Care Redesign Amendment, will provide a landscape of aligned providers of
care.
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Figure 2-2. lllustration of Potential Milestones for Maryland Health System Transformation Activities
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Chapter 3:
SIM Activities to Support Health System
Transformation

The scope of activities for Maryland’s State Innovation Model (SIM) Round Two design project focused
on designing a Medicaid Integrated Delivery Network (IDN) for individuals dually-eligible for Medicaid
and Medicare, studying skilled nursing facility (SNF) connectivity with the health information exchange
(HIE) and designing new population health planning and measurement activities. (See Appendices A-E
for additional detail on these project areas.) Maryland’s approach to its SIM design grant reflects the
State’s unique delivery system as well as the status of two intertwined pathways to transformation that
the State agreed to pursue with the federal government.

Maryland merged SIM planning activities with planning activities for the All-Payer Progression Plan so
that the State would adopt a braided approach to health system transformation. SIM activities form part
of the larger vision toward an all-payer health system transformation and were determined to be key
initiatives by the State and its stakeholders during the previous SIM (Round One) design grant and the
broader discussion surrounding the All-Payer Model agreement.

While Chapter 2 discussed Maryland’s plan for progression toward the total cost of care, this chapter is
focused on the major components of Maryland’s Round Two SIM design grant.

Duals Accountable Care Organization

With SIM funding, the Department of Health and Mental Hygiene (DHMH) has begun designing an
accountable care organization (Duals Accountable Care Organization, D-ACO) model of value-driven care
coordination to serve as the IDN for Medicare-Medicaid dual eligible beneficiaries. The model is
innovative, though it is built upon key elements of other established models including the Patient-
Centered Medical Home (PCMH) and the Medicare Shared Savings Program (MSSP) ACO model. The
model is a form of value-based purchasing, pursuing the benefits of provider accountability for cost and
quality while emphasizing the centrality of primary care. This measure is fundamental to reducing the
rate of growth of health spending in Maryland.

After the collaborative period of dialogue extending across the course of this SIM project, Maryland
created an initial concept paper on the D-ACO model that was shared with stakeholders for public
comment in December 2016. The following section is a summary of that initial concept paper. DHMH
received numerous comments from interested stakeholders, and has begun to address the concepts by
following up with stakeholders and considering the impact of comments on the initial design. DHMH
plans to incorporate the comments into the concept paper in the beginning of 2017 with the intent to
put out an updated concept paper for further public discussion.
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With potential implementation of the D-ACO model to begin in 2019, DHMH will reconvene its
stakeholder workgroup in 2017 and 2018 to focus on further design work, formal model and waiver
development, and identification of potential entities to serve as D-ACOs. During this period, DHMH will
revisit the updated concept paper and get further stakeholder buy-in and validation on an updated
draft.

The initiative is intended to begin operating in 2019, initially in certain geographies—Baltimore City,
Baltimore County, Montgomery County and Prince George’s County. These areas are home to
approximately 52,000 Marylanders who receive both Medicare and full Medicaid benefits (full dual
eligible beneficiaries) and who are not intellectually or developmentally disabled (1/DD). As of FY 2016,
81,362 full dual eligible beneficiaries, excluding the 1/DD population, reside in Maryland. Approximately
10 percent of full dual eligible beneficiaries statewide are currently enrolled in Medicare Advantage
plans and will not be affected by the D-ACO model. The four jurisdictions in which the proposed D-ACO
model will operate are home to 64 percent of this population: Baltimore City (23 percent), Baltimore
County (13 percent), Montgomery County (17.5 percent) and Prince George’s County (10.7 percent).
Figure 3-1 displays the population density of full-benefit duals eligible by county.

Figure 3-1. Full Duals by County, FY 2016
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The cornerstone of the care delivery redesign within the D-ACO is the Person-Centered Health Home
(PCHH), which has similar functions to the Maryland Comprehensive Primary Care Model. The person-
centered care redesign will be bolstered with payment innovations to incentivize the investments and
behaviors needed to produce quality and cost-effective outcomes.
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Stakeholder Engagement

DHMH’s stakeholder engagement activities were focused around designing a care delivery system for
dual eligibles that would be compatible with the All-Payer Model. DHMH believes system transformation
is best achieved through collaboration between DHMH and the individuals and organizations directly
impacted by the changes.

As input from beneficiaries, providers and other vested groups is crucial for success, DHMH incorporated
stakeholders’ vision and input into the design of the model which ultimately became the D-ACO, other
SIM grant activities and the broader vision of health system transformation.

DHMH’s goals at the outset of the stakeholder engagement process were clear:

e Explain the purpose and future planning of the IDN and All-Payer Model Progression to
stakeholders and the public;

e Provide forums for stakeholders to articulate feedback, suggestions, and concerns; and

e Incorporate stakeholder feedback into the design of IDN and the All-Payer Model Progression.

DHMH’s stated goals were achieved across the nearly yearlong process. Additionally, with
implementation slated for 2019 to coincide with the next phase of the All-Payer Model, the Duals Care
Delivery Workgroup and other stakeholders will continue to be engaged and inputs considered over the
next few years.

Duals Care Delivery Workgroup

The Duals Care Delivery Workgroup (the “Duals Workgroup”) met nine times between January and
November 2016 to discuss the needs of the dual eligible population, develop options models for the IDN
and provide feedback and input for DHMH’s final proposed design. Additional meetings are planned
beyond December 2016 as necessary—after the culmination of the SIM project—to draw on further
stakeholder input as DHMH moves beyond the initial design phase.

The Duals Workgroup was made up of 26 members. DHMH and HSCRC solicited applications to serve on
the Duals Workgroup in late November 2015. The stakeholders selected by DHMH for the Workgroup
represented a wide variety of perspectives across the State of Maryland. Members included payer
representatives, providers from a wide variety of backgrounds, dual eligible consumers, community
advocates, local health officers, academic and policy professionals and state and local government
officials. The members had subject matter expertise or experience in issues surrounding acute and long-
term care, payment and delivery system reform and other pertinent areas. DHMH selected members
that were geographically-diverse to ensure that areas across the state and perspectives from urban,
suburban and rural populations were represented.

Table 3-2. Membership of the Duals Care Delivery Workgroup

Duals Care Delivery Workgroup Members

Danna Kauffman llene Rosenthal
Schwartz, Metz & Wise Alzheimer Association, Maryland
Matthew Celentano Scott Rose
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Duals Care Delivery Workgroup Members

Deputy Director, Maryland Health Care for All Coalition

CEO, Way Station Inc. / Sheppard Pratt Health Systems

Lori Doyle
Public Policy Director, Community Behavioral Health
Association of Maryland

Adrienne Ellis

Director Healthcare Reform and Community Engagement, Mental

Health Association of Maryland

Fredia S. Wadley Judy Lapinski
Health Officer, Talbot County COO0, Mid-Atlantic Association of Community Health Centers
Adam Kane Patrick Dooley
Senior Vice President, Corporate Affairs, Erickson Living University of Maryland Medical System
Robin Rivkind Dina Gordon
Senior Director, Transformation and Reform, Johns Deputy Secretary,
Hopkins HealthCare LLC Maryland Department of Aging
Marie Grant . .
Director, Strategic Communications, CareFirst BlueCross ) D.eb' Kuchka-Craig
BlueShield Corporate Vice President, Managed Care, MedStar Health
. Vicky Kent
Presi(iezzlgng%rEog,k(s)RISP Clinical Associate Professor,. Depgrtment of Nursing, Towson
University
Joe DeMattos Vicki Walters
President and CEO, Health Facilities Association of Executive Director, REACH Health Services
Maryland Institutes for Behavior Resource
Leah Hirsch Mary Puckett
Government Relations, Executive Branch, Medicare, - . .
Anthem Clinical Care Coordinator, The Coordinating Center

Dr. Scott Rifkin
CEO, Mid-Atlantic Healthcare

Colleen George
Director of Center for Private Practice of Medicine, MedChi

Dr. Niharika Khanna
Director, Maryland Learning Collaborative

Jennifer Eastman
Director of Community Living Policy, Maryland Department of
Disabilities

Maansi Raswant
Director, Policy and Data Analytics, Maryland Hospital
Association

The Workgroup discussed different aspects necessary for the design of the ACO. Topics included
payment models, enrollment strategies and attribution, among others. Consistent with the designation
of the duals model as a cornerstone of the Progression Plan, the Duals Workgroup was also leveraged as
a forum for sharing related initiatives, including the Maryland Comprehensive Primary Care Model and
the Plan for Improving Population Health.

The Workgroup process began with a level set to convey Workgroup expectations and inform members
of the current landscape of duals health care delivery in the State. To focus the Workgroup’s efforts,
stakeholders were presented with a number of potential delivery models to discuss as the basis for the
Duals IDN. Workgroup discussion focused on the feasibility of three models: a managed fee-for-service
(MFFS) health home model, a health plan that would feature managed long term services and supports
(LTSS) and managed care, and the D-ACO model. The D-ACO model emerged as the optimal model for an
integrated delivery network for dual eligibles.
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The Workgroup process was focused, but creative solutions allowed the group to be responsive to State
requests for broad and specific input, including the development of a working definition of care
coordination. Working in a short timeframe, DHMH was able to convene a subgroup of expert
stakeholders who were able to outline care coordination for the model. DHMH convened additional
subgroups in the early fall of 2016 to focus on topic-specific priorities key to model development; the
subgroups included Care Redesign, Risk and Data Exchange and Analytics.

Surveys were also utilized as a method of engaging Workgroup members and soliciting feedback. After
months of discussion, Workgroup members were surveyed and asked to draft statements of support for
their delivery model of choice. The survey allowed DHMH to identify many areas of common ground
between stakeholders.

D-ACO Program Theory of Change

The D-ACO model is designed to create a holistic, sustained care coordination intervention that bridges
the divide between social determinants, long-term care, behavioral health and physical health by vesting
the care coordination function in a single entity. The D-ACO model will financially join Medicare and
Medicaid services. It further develops a unified and comprehensive assessment inclusive of common
elements to address behavioral health, social services and long-term care, creating accountability and
responsibility for that spend and linking its delivery to the delivery of traditional health care services in a
care coordination program.

The D-ACO model transforms care delivery for dual eligibles by supporting each beneficiary with
individualized care coordination and management to assure that their clinical and social needs are met.
While this concept can be associated with fragmented care, the D-ACO model overcomes such
challenges by adding the following elements: collaboration across specialties via medical homes,
interdisciplinary care teams (ICTs) and care management that is integrated and delivered at the clinical
setting. These elements are scientifically-validated mechanisms to ensure coordinated care, improved
health outcomes and reductions in hospital admissions and emergency department visits.

Figure 3-3 explains the D-ACO model, which introduces care coordination along with incentives for
providers to meet the needs of dual eligible beneficiaries while promoting efficiency and quality.

Figure 3-3. D-ACO Theory of Change: Comparison of Current FFS System with D-ACO Model
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The D-ACO model follows guiding principles that emanate from a goal of achieving and sustaining high-

value coordinated care for dual eligible beneficiaries. As depicted in the driver diagram below, the D-

ACO program will:

e Leverage the person-centered health home concept to ensure each beneficiary is connected and
engaged to a designated provider;
e Implement new care coordination techniques in which key providers work across disciplines to
address the beneficiary’s needs; and
e Offer unified processes to reduce duplicative assessments, care plans and diagnostic tests; and

e Enforce accountability through carefully measuring both quality of care and the total cost of

care.

Figure 3-4. D-ACO Driver Diagram
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For beneficiaries, the model will improve beneficiary engagement, the experience of care, access to
care, health outcomes, and quality of life. The model will align financial incentives across Medicare and
Medicaid to reward higher quality of care and support providers via the exchange of health information
and other vital data, analytical tools and administrative aids. Design elements that will serve to achieve
the goal of achieving sustained, high-value, coordinated care include:

e A network of PCHHs capable of handling the care needs—including physical, behavioral, long
term care and social supports—of dual eligible beneficiaries;

e Datainfrastructure to inform D-ACOs and participating providers of clinical events and data
analytics and reporting to inform practitioners about their performance and targeted
approaches to engaging with and addressing the needs of beneficiaries;

e Individualized ICTs formed by a selected group of clinicians, social support resources and care
managers to address the needs of the beneficiary and to guide the care planning process; and

e Care management and care coordination roles and functions that are the responsibility of the D-
ACO.

The design will ensure that clinicians can also be credited for participating in Advanced Alternative
Payment Models (Advanced APMs) under the Quality Payment Program created by the Medicare Access
and CHIP Reauthorization Act of 2015 (MACRA).

D-ACO Care Model Design

The D-ACO model will employ a shared savings and care coordination services payment system built
upon rigorous care coordination model including support from and participation in state-operated data
sharing programs.

Key characteristics of the D-ACO include:

e Have a broad network of primary and specialty providers representing all services dual eligible
beneficiaries use—physical health, behavioral health and LTSS—that are traditionally covered
Medicare and Medicaid benefits, as well as ways to connect beneficiaries to social supports and
community services;

e Embrace and incorporate the PCHH model of care by performing care management and quality
improvement activities, as well as assuring that effects are evaluated and measured;

e Support participating clinical practices to perform optimally by aiding in the process of care
coordination and by supplying data and analytics, supporting not only clinical management and
care coordination of their patient panel but also giving providers feedback in regard to their
performance on defined process and outcome metrics—as well as how they performed in
comparison to their peers;

e Ensure that providers representing services utilized by dual eligible beneficiaries are leveraged
in care delivery policy-making and program operations, such as by reviewing and approving
policies, overseeing case management functions, and engaging in discussions on specific
beneficiary case examples; and

e Accept a minimum designation of at least 2,500 full dual beneficiaries.
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In the first two years of the program, D-ACOs will have the opportunity to earn rewards for producing
savings and quality gains for the beneficiaries they serve, and will be expected by the third year to take
meaningful risk for financial losses that may arise.

D-ACOs will operate in regions with high concentrations of dual eligible beneficiaries and where
conditions are favorable for D-ACOs to form—namely, areas that have the providers willing to form a D-
ACO. Initially, the D-ACO initiative will focus on Baltimore City, Baltimore County, Montgomery County,
and Prince George’s County—where more than three-fifths of all full dual eligible beneficiaries reside.
The counties the initiative focuses on could be expanded upon based on the degree of provider
engagement and success of the initiative. For instance, adding just the two neighboring counties of Anne
Arundel and Howard would bring nearly 10 percent more of the population into the program.

D-ACOs may define their own service areas within the defined regions, provided those areas are
contiguous and non-discriminatory. More than one D-ACO will be offered in all areas, to ensure
competition between D-ACOs, to enable clinicians associated with competing health systems to engage
and to ensure that most beneficiaries will continue to have access to current providers. However, DHMH
expects to limit the total number of D-ACOs, in the interest of limiting the State’s administrative burden.

The D-ACO model will leverage existing MSSP ACOs that have formed to serve Medicare fee-for-service
(FFS) beneficiaries generally. A large percent of current full Medicare-Medicaid dual eligible beneficiaries
eligible for the D-ACO model are likely engaged in Medicare ACOs. Twenty-six MSSP ACOs have formed
in Maryland, and some of them are also interested in becoming D-ACOs."> New ACOs may also form just
to serve dual eligible beneficiaries; such D-ACOs will not be required to participate in MSSP to qualify as
D-ACOs.

It will be to the advantage of the dual eligible beneficiaries and their families, given their diverse health
and social concerns, for D-ACOs to differ in some ways CMS’s Medicare ACO definition. Mainly, D-ACOs
are not limited to CMS’s MSSP definition of a primary care provider. It is especially important to give
prominence to LTSS and behavioral care providers for the large numbers of dual eligible beneficiaries in
need of those services. To qualify to serve dual eligible beneficiaries or to become a D-ACO, these
entities will also have to demonstrate an understanding of dual eligible beneficiaries and their physical,
behavioral, social and LTSS needs.

D-ACO Network Standards

D-ACOs must furnish a network of providers with agreements for all services covered by Medicare Parts
A and B, and by Maryland’s Medicaid program, including all long-term services and supports for the non-
I/DD population as a way to collaboratively coordinate services. D-ACOs will be required to offer broad
networks to include a diverse and large number of PCHHs and specialists. D-ACOs will also be
responsible for coordinating services when beneficiaries access care outside of the participating
provider network.

2 Based on CMS’s 2016 Medicare Shared Savings Program (MSSP) ACO programs available at:
https://www.cms.gov/medicare/medicare-fee-for-service-payment/sharedsavingsprogram/acos-in-your-
state.html.
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Beneficiaries will either designate a D-ACO on their own or receive assistance from the State on D-ACO
designation. The beneficiary designation process will be based on a methodology whereby beneficiaries
will be connected with D-ACOs that offer the most suitable network for each individual based on
historical utilization patterns and other factors. It will be in the best interest of the D-ACO to offer a
network that is broad enough so that beneficiaries have access to a PCHH and complete network of
participating specialists with whom they have a treatment history and geographic proximity.

Person-Centered Health Home

The cornerstone of the model is a Person-Centered Health Home that will serve as the beneficiary’s
designated provider and constant care coordination resource.” The goal of the PCHH is to recognize the
individual needs of the beneficiary and deliver integration of physical health, behavioral health, LTSS and
social supports. The D-ACOs will support the PCHH with real-time data, beneficiary needs assessments
and guidance on where best to target resources for the greatest impact. Owing to their complex array of
needs, only a fraction of dual eligible beneficiaries use traditional primary care physicians as their
principal source of care. Therefore, PCHHs will not be limited to traditional primary care providers; a
behavioral health, specialty medical or long-term care provider that serves as the main source of care
for a beneficiary may serve as the PCHH as well.

DHMH expects the PCHHs to meet standards of accreditation such as those applied to PCMHs set by
national accreditation bodies, though some deviations may be warranted."* Person Centered Homes
that will be created under the Maryland Comprehensive Primary Care Model could serve as PCHHs
within D-ACOs, as long as they meet the requirements applicable to dual eligibles. While beneficiaries
accessing services through existing programs will not be removed from these programs, policies will be
further developed to ensure providers are unable to claim the already-covered service or care
coordination and management activities of the D-ACO model.

The D-ACO is the entity that will hold a contract with CMS and DHMH. While PCHHs and all other
providers will continue to receive fee-for-service payments, D-ACOs will also be required to compensate
the PCHH entity for care coordination services and to share any awards received for achieving savings
and quality goals with the PCHH and other participating providers. The model allows for variation in the
level of financial and administrative support the D-ACO gives to each PCHH based on each practice’s
capacity for delivering care coordination functions. D-ACOs will be required to flow some of their
income to PCHHSs based on the extent of care coordination duties that is delegated to the PCHH practice.

Care Management and Coordination
For the D-ACO model, DHMH and stakeholders have delineated the roles and definitions of care
management and care coordination as follows:

> The PCHHSs envisioned in this model are distinct from Maryland’s chronic health homes authorized by Section
2703 of the Affordable Care Act. The latter will be eligible to apply to become PCHHSs, though.

" The Patient Centered Medical Home (PCMH) concept is managed by the Agency for Healthcare Research and
Quality, at a federal level. The National Committee on Quality Assurance (NCQA) and The Joint Commission are
national, non-profit entities that set standards and perform accreditation.
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Care Management is a process designed to assist PCHHs and their support systems in managing
their medical, social and behavioral health conditions more efficiently and effectively and as
possible achieve self-direction and self-management; whereas

Care Coordination is the tactical and operational organization of beneficiaries’ care activities,
including family caregivers; coordination will address the social determinants of health and
facilitate the delivery of appropriate health care, long-term care and supportive social services.

To this end, the D-ACO model generally assumes the care management function to be carried out by the
D-ACO and the care coordination responsibilities to be performed at the PCHH level. However, variation
will be permitted. The core requirement is that the D-ACO be answerable for meeting the demands of
the contract with Medicaid and Medicare. The care management and care coordination process will
proceed along a structured timeline from beneficiary designation through ongoing support.

Figure 3-5 provides a visualization of how the care continuum could be designed to avoid negative and
unintended outcomes, which are also addressed; the process for any individual may start at any point
along the continuum, depending on each beneficiary’s circumstances.

Figure 3-5. lllustrative D-ACO/PCHH Care Continuum
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As displayed in the graphic, the care continuum could consist of a combination of the following,
depending on the individualized needs of the person:

1.

2.

Early identification of risk for physical health and social needs often co-morbid to behavioral
health deterioration and the onset of LTSS needs, informed and supported by data analytics;
Comprehensive medical, functional and social assessments, leaning on data analytics and
leveraging information provided by existing assessments—for example, Minimum Data Set
(MDS) and InterRAl—to reduce duplication and burden on the individual;
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3. Personalized care plan, intended to be a living document developed in conjunction with the
individual and his or her family or caretaker as appropriate and which will link to any other care
plans already developed for the individual (e.g., LTSS);

4. Individualized interdisciplinary care team, led by the PCHH care coordinators or D-ACO care
managers and consisting of LTSS waiver program care coordinators, behavioral health specialists
and other need-specific providers;

5. Routine and preventive care delivery, with PCHH care coordinators or D-ACO care managers
leading the scheduling of appointments, coordinating access to services and connecting
beneficiaries to appropriate resources;

6. Following up on acute hospitalization, leaning on health information technology (IT) tools such
as encounter alerts to proactively coordinate care upon discharge.

Both the care coordinator and care manager will support beneficiaries to navigate the benefits and
services that are available to them. Care coordinators are meant to serve as the vehicle to achieve
decentralization of care coordination—collaborating between the beneficiary, care managers and care
coordinators at the care delivery or practice level and the beneficiary’s designated primary provider. The
D-ACO model assumes that transformation of care for dual eligible beneficiaries and improvements in
the quality of care will occur thanks to the ICT approach, network cross-training, centralized member
records, unified assessments and care plans and a community-driven care model.

Data Exchange and Infrastructure

The data infrastructure component in this initiative is to foster real-time access to information about
beneficiaries and their health and social needs. D-ACOs have two primary functions related to achieving
this goal: 1) receive and share data about their beneficiaries, and 2) make the data meaningful and
useful to engage with beneficiaries and their providers. Information on the beneficiary’s historical
utilization patterns, assessments that have been conducted, behavioral health services assessed and
more will give a good window into the needs of a beneficiary and in supporting the D-ACO efforts on
care redesign.

The goal is to ultimately provide meaningful information in the hands of the PCHH and ICT to positively
impact the care of the beneficiary. The centralized member record element, described below, aims to
embody the concept of the PCHH by delivering the right information to the health home provider and
various specialists and social supports providers.

Centralized Member Record

Given the various interactions each beneficiary may encounter—across payers and settings—a critical
aim of the D-ACO initiative is access to complete information about each beneficiary, ideally through a
centralized member record. Beneficiaries may seek care at hospitals, physician offices or behavioral care
clinics inside or outside a D-ACO’s network. These providers may have linked electronic health records,
but such connectivity is not yet universal.

To address the lack of connectivity between settings and across payers, data infrastructure elements will
address the following:
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e Data exchange capabilities where all key providers can be notified in real time of critical events
or concerns and all members of an ICT have access to the same information about the
beneficiary;

e Data analytics to assess whether beneficiaries are getting the right type of care at the right time
and to predict future health concerns; and

e Data platforms that focus on retrospective insight as well as on measuring and analyzing the
performance of direct interventions, utilizing predictive analytics, and housing, maintaining and
continually assessing care plans.

Community-Driven Care Model

Social factors play a key role in the effectiveness of health care and in the individual’s ability to maintain
health. The D-ACO model may address social needs including family and personal connections,
transportation, housing, nutrition and employment options to achieve positive health outcomes. D-
ACOs will be responsible for engaging with community resources in meaningful ways, to help meet
beneficiaries’ health-related needs.

Consumer Protections

As with any new approach to the provision of care, it will be vital to ensure that program participants
are aware of the change, how it may affect their care and how they may seek support in the case of any
issues or concerns after the model is implemented. D-ACOs will prioritize the inclusion of methods for
consumer protections in the D-ACO model.

In addition to the extensive beneficiary counseling process described below, which is designed to
maximize beneficiary choice and protect existing provider relationships, DHMH will develop a transition
plan, focused on consumer education and outreach, to
support D-ACO implementation.

Leveraging Existing Innovations: MSSP

The D-ACO model will also leverage existing processes ACOs as D-ACOs

available to beneficiaries, such as ombudsman programs,

that are charged with giving a voice to consumers in Established MSSP ACOs could become D-
addressing complaints or possible violations of rights. DHMH | ACOs through a streamlined process, with the
will also take into account the developments and following requirements (among others):

recommendations of the newly-convened Consumer
Standing Advisory Committee, which will consider consumer
protections in light of new policies and initiatives.

e  Proven ability to coordinate care across
all Medicare- and Medicaid-covered
services, as well as incorporate social

Beneficiary Designation to PCHHs and D-ACOs services

A key element of the D-ACO program is the designation of »  Sufficient no. of participating providers to
Medicare-Medicaid beneficiaries to D-ACOs. The D-ACO serve at least 2,500 beneficiaries,
program will employ a unique and innovative method of including LTSS and behavioral health
beneficiary designation that incorporates elements of the providers

MSSP attribution process as well as the beneficiary Detailed shared savings and loss

distribution methodology
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counseling and support functions employed for the Medicaid managed care enroliment.

A great advantage enjoyed by the D-ACO initiative, relative to MSSP, is the ability of a Medicaid
program—granted proper authority—to mandate beneficiaries’ participation in managed care or care
management programs. Maryland will use such a mechanism to prospectively link each beneficiary to a
specific D-ACO; therefore, D-ACOs will know up front which beneficiaries they are responsible for. The
proactive designation will allow for D-ACO functions to take hold instantly, as opposed to some waiting
for the results of retroactive attribution.

The D-ACO designation will serve as the basis of many key operational elements, including the initiation
of care planning and care coordination, the calculation of financial and quality benchmarks and the
assessment of D-ACO quality and financial performance. However, unlike the attribution methodology
used for MSSP ACOs, D-ACO designation will occur through a step-wise method that gives Medicare-
Medicaid dual eligible beneficiaries affirmative choice in the selection of their D-ACO and PCHH.

The D-ACO designation process will entail outreach to the beneficiary before the effective date. There
will be education and counseling to help beneficiaries make an informed PCHH and D-ACO selection.
These innovations will ensure that dual eligible beneficiaries participating in the D-ACO program will be
active participants in their own care planning and care management.

Careful consideration has been applied to the approach to beneficiary outreach, counseling and
selection of PCHH and D-ACO. Outreach will be conducted in advance of proactive designation, with an
emphasis on maintaining freedom of choice in an individual’s existing Medicare and Medicaid providers.
The beneficiary counseling will start with the selection of a PCHH and will involve the discussion of the
beneficiary’s options based on his or her primary providers, as identified by the data. If the beneficiary
selects a PCHH that is exclusive to one D-ACO, the counseling is complete, but if the PCHH the
beneficiary selects participates in two or more D-ACOs, the counseling continues to facilitate the
selection of a D-ACO. Beneficiaries will be limited to their region. That means individuals in the northern
region (Baltimore City and Baltimore County) will be precluded from electing a D-ACO that operates only
in the southern region (Prince George’s County and Montgomery County) and vice versa. The
beneficiary counseling will be culturally-, linguistically- and disability-competent.

Financial Analysis

The D-ACO model will include an innovative array of financing devices to alter the incentive structure in
the Medicaid and Medicare FFS system in Maryland to pay for value—involving a shared savings and
shared loss approach that is comparable to the one employed by the MSSP ACO program (Tracks Two
and Three). The D-ACO model will also include payment of a monthly care management fee similar to
the approach used in many Medicaid Health Homes programs under Section 2703 of the Affordable Care
Act. All providers will continue to receive regular Medicare and Medicaid fee-for-service payments for all
services except for the Medicare chronic care management (CCM) fee, *® which is envisioned to be

' Chronic Care Management: “At least 20 minutes of clinical staff time directed by a physician or other qualified
health care professional, per calendar month.” CMS code 99490 — paid at $42/month.
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turned off for beneficiaries designated to a D-ACO and invested in the D-ACO care management fee (see
Figure 3-6 for a visual depiction of D-ACO financial and interpersonal relationships).

This combination of financing for up-front care management plus access to the long-term incentive of
shared savings is a unique innovation to this model. Moreover, starting in Year 3, D-ACOs will also face
some risk of loss in the event their aligned beneficiaries” TCOC—combining Medicare and Medicaid
spending—exceeds targets. However, that risk will be buffered against the consequences of so-called
catastrophic cost outcomes that are largely beyond the control of front-line providers.

Figure 3-6. Financial and Interpersonal Relationships within the D-ACO Model
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Compensation for Care Coordination

An up-front management fee per beneficiary per month (PBPM) will ensure the availability of intensive
care management and coordination services without regard to the timing or amount of shared savings.
D-ACOs will be expected to show how the funding will be applied to care coordination and care
management; they will not be allowed to divert the funding to other uses. D-ACOs will be expected to
flow a portion of the care coordination payment down to participating PCHHSs, but the determination of
how much of the fee is distributed to any one PCHH will be left up to the D-ACQO’s discretion, based on
the level of care coordination functions the PCHH is equipped to handle.

The PBPM payment will be tiered based on beneficiary risk stratification (driven by physical, behavioral,
LTSS and social needs) as indicated by historical utilization data for population cohorts, not individuals.
The payment to individual organizations may be adjusted where they are already receiving care
coordination payments from different programs. DHMH estimates that the PBPM payment will equal no
more than two percent of the TCOC per capita.

In addition, there will be a one-time payment of an enhanced fee for the completion of the initial care
plan to compensate for higher outreach, engagement, assessment and care planning costs. This initial
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care planning payment will be equal to two or three months’ worth of ongoing PBPM (varying by risk
tier) and will be made upon the submission of a successful encounter to DHMH for the complete initial
care plan. Care coordination funds will be sourced from CMS, as allocated out of anticipated health cost
savings from the model. Additionally, as with the monthly PBPM, CMS would move its normally-
claimable Medicare CCM fees for designated Medicare-Medicaid dual eligible beneficiaries to this care
coordination fund.

Rewards and Risks to Promote Value in D-ACOs

D-ACOs will be subject to a reward and risk model having some similarities to the MSSP ACO program.
This reward-risk overlay to the care management fee mechanism will ensure that D-ACOs have a strong
incentive to make the care management process work effectively. A TCOC target will be established for
each D-ACQ’s designated beneficiary population for the purpose of calculating savings or losses. This
target will encompass all Medicaid spending and all Medicare parts A and B spending for affected
beneficiaries.

Cost of Care Targets

Upon a beneficiary’s designation to a D-ACO, DHMH will credit a PBPM TCOC projection to a pool
associated with that D-ACO. At end of the performance year, the actual TCOC will be calculated and
compared to the TCOC target. The TCOC target is expected to be a blended PBPM amount for each D-
ACO, which will need to consider adjustments for population mix, risk tier and differences in
reimbursement.

Initially, D-ACOs will have the opportunity to earn rewards for producing both savings and meeting
quality targets, but they will not be at risk for net deficits. Beginning in Year 3, downside risk will be
added; however, the D-ACO reward-risk formula will be skewed more to incentive bonus than penalty. A
tiered savings and loss methodology will be used to determine how the resulting savings or losses would
be distributed between the State and D-ACOs. A D-ACO will be deemed eligible for an award if the
savings and quality thresholds are reached. Failure to reach the minimum quality score or an
expenditure deficit will result in a reduced award or the loss of the award. Figure 3-7 below presents a
conceptual illustration of the reward-risk formula. To protect D-ACOs against the possibility that
individual high-cost cases will lead to aggregate losses or deplete otherwise deserved savings, the model
will include a specific stop-loss feature, including removal of outlier spending and a limit on monies
owed after the implementation of downside risk.
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Figure 3-7. Conceptual lllustration of D-ACO Reward-Risk Formula

Losses (Yr. 3 & After) Savings
Actual Spend vs. Target: >5% 2-5% 0-2% 0-2% 2-5%
Highest 20% 10% 0% 40% 50% 60%
£
§ High 30% 20% 10% 30% 40% 50%
=
5
8 Acceptable 40% 30% 20% 20% 30% 40%
<
a
Less Than Acceptable 50% 40% 30% 0% 0% 0%

In years 1-2, a D-ACO has no Quality rating must be at least Acceptable
downside risk; its share of for D-ACO to earn any savings award
any loss = 0%

A D-ACO will be obligated to
distribute a meaningful portion of any award, or loss share, to participating providers—of all types—that
contributed to the result. This would allow Medicare providers to potentially benefit from Medicaid
savings and vice versa, under the theory that providers in one program may have an impact on the
outcome of health for the other. Each D-ACQ’s shared savings distribution methodology will be subject
to prior approval by DHMH, must be included in the participation agreements between participating
providers and the D-ACO and must include provisions conditioning the distribution of savings based on
the quality and level of per-patient contributions to the overall D-ACO performance. Precise formulas
are still to be determined, with a key objective being to make sure that PCHHs will qualify as Advanced
APMs under MACRA’s Quality Payment Program.

D-ACO Financial Framework Model

Over the course of Maryland’s SIM process, DHMH developed a framework to assess the proposed D-
ACO model. The purpose of this framework was to create a preliminary model of the projected cost
savings associated with the proposed D-ACO that could be used once final details on the model design
are completed.

Data Sources for Model
A number of different data sources provided the basis for this analysis, including health care utilization,
medical history and demographic information for each population of interest from both Medicare and
Medicaid payer sources for claims incurred for dually-eligible beneficiaries in Maryland from CY 2012-
2013. External benchmarks were used to ensure reasonableness and completeness of the data provided.
Additional data reflected healthy system trends both nationally and locally including trends in the health
care spend, as well as other factors that were reasonable to include.
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Modeling the Financial Framework

Dual eligibles have specific medical, behavioral, care-coordination, and supportive needs. Stratification
of groups may allow for many of these unique risk characteristics to be identified and segmented. Given
that a number of factors can affect any projections of savings—such as changes in services, costs,
program developments, and economic trends—the estimates of savings associated with the D-ACO are
expected to be developed over the next year after further design work and could focus on
subpopulations of dual eligibles.

A number of factors may impact the projections, including the impact of Medicaid’s Community First
Choice program, differences in market drivers such as geographic differences in nursing home and
inpatient per diem costs and changes in the experience of beneficiaries and their needs as reflected in
their LTSS functional assessments, which are tied to reimbursement. In addition, the savings and costs
estimates may change as more recent data become available. Finally, in developing financial estimates
for the D-ACO initiative, it will be important to isolate savings for the D-ACO intervention from savings
being achieved through other interventions already in place.

The services provided under the proposed D-ACO will improve outcomes while reducing costs and will
be tailored to the beneficiaries needs. Several of the key elements of the D-ACO that will improve health
outcomes while lowering costs include comprehensive medical, functional and social assessments from
which a personalized care plan will be built and shared with care providers. These assessments,
combined with the creation of the care plan, will allow for the early identification of risks for additional
needs, as well as reduce duplication of procedures.

In addition, care coordination will assure that routine and preventative care is provided to beneficiaries,
which will reduce costs by preventing new and worsening conditions from requiring care in the inpatient
setting. Finally, if and when beneficiaries do require hospitalization, the level of care coordination
proposed in the D-ACO assures that care providers can proactively coordinate care upon discharge,
reducing the risk for re-admission and the onset of additional LTSS needs.

Monitoring and Evaluation—Quality Measurement

As noted above, quality will be an important factor in the incentive formula. Rewards paid out for
generating savings will increase to the extent that quality performance rises. Based on technical
reporting requirements that DHMH will develop with input from CMS and stakeholders, DHMH will
calculate quarterly and annual performance reports involving submissions of data from D-ACOs when
necessary.

Furthermore, DHMH will regularly analyze process and outcome measures to assess for programmatic
improvements and areas of deficiency, and to ensure the incentives do not inadvertently promote
unintended results, such as reduced health outcomes or poor beneficiary experience. D-ACOs will be
required to conduct similar analyses of metrics related to quality of care, process and outcome reporting
for their PCHHs. Finally, the quality measures used for the shared savings calculation will also be
evaluated to assess the effectiveness of the model.

Previous evaluation strategies, such as those conducted for CMS'’s Financial Alignment Demonstrations,
will inform the approach to evaluating the D-ACO model. Those evaluation strategies may be leveraged
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for the Maryland model and would also allow the State and interested parties to potentially compare
the Maryland models with similar models elsewhere using a similar framework for evaluation. The D-
ACO model has no equivalent, but evaluations for Medicare ACOs may also serve as an applicable
comparison.

Levers of Reform—Demonstration and Program Authority

The D-ACO model was designed to leverage available federal authorities that allow for innovation in
payment and service delivery reform; at the same time, DHMH also considered federal requirements
from which it might request waivers.

First, the Center for Medicare and Medicaid Innovation (CMMI) is authorized under the authority at
Section 1115A of the Social Security Act (“Act”) to “...test payment and service delivery models ...to
determine the effect of applying such models under [Medicare and Medicaid].” This provision of the
Act—which has been instrumental in health system transformation in Maryland and around the
country—will be critical in lending authority to the innovations proposed by the D-ACO model. The
Medicare portions of the D-ACO program will operate according to existing Medicare law, regulation
and sub-regulatory guidance and will be subject to existing requirements for financial and program
integrity, except to the extent these requirements are waived or modified. Such waivers are likely to
include the same fraud and abuse waivers created to support the MSSP ACO program, including the Pre-
Participation Waiver, Participation Waiver, Shared Savings Waiver, Compliance with Stark Law Waiver
and the Patient Incentive Waiver.

As a program for individuals dually-eligible for Medicare and Medicaid, Maryland will also leverage
Medicaid authority to support implementation of the D-ACO model. Similar to the Medicare context, the
Medicaid elements of the D-ACO program will operate in accordance with existing federal and state
Medicaid law and regulation, sub-regulatory guidance and existing requirements for financial and
program integrity, except to the extent these requirements are waived specifically for this program.
Maryland will submit State Plan Amendments (SPAs) or waivers for Medicaid services and
implementation of the D-ACO program as necessary following discussion with CMS. Approval of D-ACO
participation agreements will be contingent upon CMS approval of any necessary SPAs or waivers.

Skilled Nursing Facility Connectivity Study

As part of Maryland’s SIM activities, DHMH partnered with CRISP and a number of stakeholders to
develop a strategy to improve connectivity between hospitals and SNFs. This project has broad
applicability to all of Maryland’s transformation efforts, including initiatives under the All-Payer Model,
the D-ACO and population health activities, as many of the State’s initial planning efforts involve
improving care coordination between hospitals and SNFs, as well as more broadly for the population at
large. This project, termed the SNF Connectivity Study, has provided Maryland with a crucial
understanding on how to design the optimal health information technology infrastructure to support
transformation as well as analyze newly available data streams and newly-formed connections to
improve health care outcomes while reducing costs. Implementing the outcomes of this project will
expand upon Maryland’s strong HIE infrastructure that has existing connections to every acute care
hospital in the State.
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Stakeholder Engagement

DHMH worked with a number of stakeholders, including representatives from CRISP, the HSCRC, the
Hilltop Institute at the University of Maryland, Baltimore County (UMBC), the Johns Hopkins University
Bloomberg School of Public Health, DHMH’s Virtual Data Unit, clinicians, SNF providers and SNF
electronic health record (EHR) vendors, as well as subject matter experts acting in the role of
consultants to the project.

State of Skilled Nursing Facility Connectivity

An essential partner in the process is CRISP, the State’s designated HIE. As a non-profit multi-
stakeholder membership organization, CRISP provides data analytic services throughout Maryland.
CRISP operates a technical infrastructure with connectivity to a wide range of clinical data sources,
including all Maryland hospitals, to facilitate the secure movement of patient-level clinical data to
support treatment, care coordination and quality improvement purposes. Specifically, clinical data
shared through CRISP includes admission and discharge encounter data, structured lab results, radiology
reports, clinical documents such as discharge summaries and an increasing number of C-CDA
(Consolidated-Clinical Document Architecture)-structured documents in the form of Continuity of Care
Documents (CCD).

A 2014 survey by the Maryland Health Care Commission (MHCC) identified that SNFs in Maryland have
significantly lower adoption rates of robust EHRs than providers who are eligible for the EHR Incentive
Program.’® Almost 72 percent of SNFs reported having adopted an EHR system; however, less than half
of them reported that they used all eight functions of a basic SNF EHR that MHCC identified.!” Twenty-
eight percent of SNFs in Maryland had not adopted an EHR. Approximately 48 percent of SNFs had not
used all the functions of a basic EHR. Vital signs, laboratory data, and activities of daily living were the
most commonly cited functionalities not being used by SNFs.

The survey also identified that five SNF health IT developers account for approximately 93 percent of the
EHR systems deployed in Maryland SNFs with one accounting for 69 percent of the market (see Figure 3-
8).

' MHCC (2016). Comprehensive Care Facilities Adoption of Electronic Health Records: An Information Brief.
Retrieved from: http://mhcc.maryland.gov/mhcc/pages/hit/hit/documents/HIT _LTC Scan_Brief 2014.pdf

Y The eight functions are: assessment (other than the minimum data set): demographic information; activities of
daily living; diagnostic related information; allergy list; vital signs; laboratory data; and discharge summaries.
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Figure 3-8. SNF Health IT Developer Market Share (N=55)
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As of June 2016, 64 of the 229 skilled nursing facilities in Maryland were providing data to CRISP. All of
these facilities share at least encounter information. Only five of the facilities shared additional clinical
data with CRISP. Based on experience to date, SNF health IT developers’ ability to capture and export
clinical data was significantly behind the capabilities of health IT developers serving the ambulatory and
inpatient markets that have been driven by the EHR Incentive Program.™®

Also as of June 2016, 74 long-term post-acute care (LTPAC) facilities had access to the CRISP’s Clinical
Query Portal, and 49 received admission-discharge-transfer (ADT) alerts. LTPAC facilities logged 116
queries for patient information from the Clinical Query Portal, with over 3,466 encounter alerts sent to
subscribing LTPAC facilities in June (see Table 3-9).

Table 3-9: LTPAC Facility Connectivity and Access to CRISP

Total LTPAC facilities with live access to Clinical Portal as of June 2016 | 74

Number of Queries by LTPAC Facilities in June 2016 116

Total LTPAC Facilities live on ENS as of June 2016 49

Number of encounter notification received by LTPAC Facilities in June 2016 | 3,466

LTPAC Facilities Sending Encounter Data to CRISP 64

LTPAC Facilities Sending Other Clinical Data to CRISP 5

SNF Connectivity Workplan

The activities undertaken as part of the SNF Connectivity Study supported the production of detailed
technical approaches and a roadmap for future endeavors to increase SNF connectivity. Three phases of
work were carried out under this project, including: 1) examining current EHRs used by SNFs to identify
fields necessary to successfully inform care coordination; 2) analyzing data sets, vendors, software and
hardware used by SNFs to identify best practices and practical approaches for HIE connectivity; and 3)

¥ For instance, when SNF health IT developers are able to produce a care summary record (i.e. a continuity of care
document (CCD)) the included data fields are limited compared to ambulatory and inpatient health IT developers.
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developing a connectivity roadmap that identifies best practices for EHR fields, connectivity
opportunities and potential sites for adoption.

The first phase of the project focused on a planning effort to identify and evaluate key data elements,
document formats and secure transport approaches that would be most impactful and implementable
to improving care coordination along the continuum of care between hospitals and SNFs. In essence,
this first stage served to identify the relevant clinical data that SNFs could provide to the HIE to support
the coordination of care and maximize the benefit to patients.

The second phase focused on identifying and evaluating the necessary factors to enable potential future
engagement of sites. This phase’s activities paralleled the process utilized to establish meaningful
connectivity with EHRs with Maryland’s hospitals. To fully incorporate the potential care coordination
use cases of connecting SNFs to the HIE—such as sharing care plans—it was critical to determine the
information that the 232 Maryland SNFs are already producing in EHRs. It was also essential to
determine the types of data that hospitals could be providing to SNFs in order to improve the care-
provision and coordination process. Activities in this phase included meeting with SNFs, their different
EHR vendors and subject matter experts including former ONC' LTPAC Challenge Grant recipients and
other HIEs currently leveraging SNF data in HIEs, to determine the necessary logistics to connect all
Maryland SNFs. CRISP also spoke with various stakeholders in the acute care setting to determine the
types of data sharing (SNF-to-hospital and vice versa) that would improve care coordination.

Stakeholders identified two categories of needs to support improving care coordination between
hospitals and SNFs. First, stakeholders identified a variety of data that they do not currently receive that
would support the treatment of patients at the point of care. SNFs identified the following sets of
information that hospitals could provide that would improve care coordination and provision efforts:
diagnosis and chief complaint, timely discharge summaries, accurately-reconciled medication lists,
current prescriptions for medications and other services, completed and accurate INTERACT forms, and
advanced directives. SNFs also identified several new potential use cases of interest for this data
including the creation of something similar to the care alert for SNFs sending a patient to the hospital.
This alert would include valuable clinical information and a description of why the patient was sent to
the hospital and what the hospital needs to do in order for the patient to be safely readmitted to the
SNF.

Hospitals identified a number of additional pieces of data that would support care-coordination
transformation including encounter information, laboratory values, medications, location and severity of
pressure ulcers, presence and type of infectious agents and discharge summaries. Hospitals also
envisioned new case uses of interest for these data such as:

1. Reporting to hospitals upon discharge of a patient from a nursing home regarding where that
patient will be discharged to and the types of wrap-around services that have been put in place
to support a successful return to the community; and

2. Developing a method for tracking patient progress and trajectory in the SNF to determine if
their risk for readmission had changed since the patient was discharged from the hospital.

' Office of the National Coordinator for Health Information Technology
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These use cases would allow additional levels of care coordination supporting the aims of the All-Payer
Model, the D-ACO model and population health activities.

Stakeholders also identified a number of reports that would support their population health
management efforts. In the coming years, CRISP will work with DHMH, SNFs, the HSCRC and hospitals to
address these data and reporting needs. SNFs and hospitals identified the following common reporting
needs:

e Average length of stay;

e Admission rate;

e 30-day readmission rate;

e ED visits; and

e Hospital utilization or admissions by primary diagnosis.

In addition to commonly-identified needs, hospitals also put forth the following reporting needs:

e Total cost of care per SNF; and
e Average cost per day per patient.

Connectivity Roadmap

Arising in part from the SNF Connectivity Study, the State created a connectivity roadmap to plan for all
SNFs in Maryland to connect to CRISP. The strategy recognizes and addresses the varying marketplace
factors (i.e., competitive versus non-competitive regions), the lack of EHR adoption in some facilities, the
varying capabilities of EHRs that SNFs have adopted and financial barriers to HIE participation.

Based on experience connecting SNFs to-date and through conversations with stakeholders, the
following five steps were identified as essential components to the roadmap:

1. SNF Connectivity Program;

Connect SNF Ancillary Vendors;

Leverage MDS Data in CRISP;

SNF Engagement and Learning Efforts; and

Expand Clinical and Reporting Infrastructure to Support Hospital/SNF Care Coordination
Needs.
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Combined, these steps provide a strategic path forward for CRISP to receive data from— and provide
access to the Clinical Query Portal to—all SNFs in the State. Work has already begun on several
components of this roadmap with state funds and will be continued and expanded, while others may be
implemented in the coming year. Each component is outlined in more detail in the following section.

SNF Connectivity Program

Ambulatory connectivity is essential to support the bi-directional sharing of health care information,
enabling the coordination of care and the establishment of a true patient-centered medical home.
Linking SNFs with the HIE presents a prime opportunity to improve care coordination and transitions of
care, leading to improved health outcomes and quality of life as well as lower costs through decreases in
potentially-avoidable utilization.
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An option to increase connectivity would be to establish a SNF Data Exchange Support Program that
would help offset the cost burden faced by SNFs when initially connecting to CRISP. To connect their
EHRs to CRISP, SNFs have to pay an interface or integration fee to their health IT developer and then
face ongoing maintenance costs. These fees often present a financial barrier to SNFs’ ability to share
data with CRISP.

CRISP would prioritize the selection of eligible SNFs through the program based on a number of
potential factors including but not limited to: readiness and willingness of the SNF to connect, technical
integration capabilities of the SNF’s EHR vendor, the EHR vendor’s market share, and participation in
priority health reform efforts (e.g., Regional Partnerships). Most SNFs in the state should be eligible to
participate in the connectivity program. To ensure that funding is well spent, payments under the
program could be tied to achieving set milestones.

Connecting SNF Ancillary Vendors

To address the lack of electronic data available from SNFs without EHRs and to supplement the
electronic data available from SNFs that have adopted EHRs, CRISP will increase efforts to connect SNF
ancillary vendors—including institutional pharmacies, laboratories, and radiology.”® Directly engaging
ancillary vendors will help to create a common baseline set of electronic data available in CRISP for all
SNF and NF residents in the State regardless of a given SNF’s level of connectivity. CRISP has successfully
implemented a similar strategy with the laboratory and radiology vendors serving ambulatory and
inpatient providers. Strengthening connectivity with institutional pharmacy vendors in 2017 will be
CRISP’s first priority under this component of the roadmap. Vendor priorities will be evaluated and
updated depending on the needs of the State and market factors.

Leverage MDS Data in CRISP

The SNF Connectivity Study determined that the data generated as part each SNF and NF resident’s
Minimum Data Set (MDS) assessment could be leveraged to improve health outcomes in a number of
innovative ways. This 400+-item assessment is conducted for each resident of nursing homes during
regular intervals throughout their stay and measures cognitive and physical functions, risks for infections
or falls, as well as numerous other patient-level variables. It is used to create plans of care and bill for
services.

When an MDS assessment is completed, it is sent to CMS for validation. Through the current data
sharing and storage mechanisms in place in Maryland, all of the MDS data transmitted to CMS from
SNFs is stored at the Hilltop Institute. This puts Maryland at a significant advantage compared to other
states attempting to leverage this data to transform health care, as CRISP will only have to form one
connection with Hilltop to access these data, as opposed to creating individual connections with each
SNF.

In addition, Maryland is an opt-out state, meaning that unless a SNF or NF resident specifically requests
not to have their data shared via CRISP, these records would be available. As with any data set, there are

2 For example, three institutional pharmacy vendors, Omnicare, PharMerica, and Remedi Senior Care, serve the
majority of SNFs in Maryland. Connecting these three vendors would provide access to dispensed medication
information from the majority of SNFs in the state.
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limitations to the MDS. For example, it does not capture medication regimens, laboratory results, vital
signs or results of off-site procedures. To realize the full benefit of integrating MDS data into the HIE,
Maryland will have to perform additional work to determine: 1) the other data sets and ancillary
providers that will need to be integrated in the future; and 2) a process for integrating these data as well
as implementation of this plan. These databases might include additional connectivity with SNF EHRs
and medication administration record systems, among others.

DHMH has the ability to provide CRISP with centralized access to MDS data from all SNFs in the State.
Similar to data from SNF ancillary vendors, MDS data will help provide a baseline level of data for each
SNF and NF resident regardless of facility-level connectivity. Over the course of the SNF Connectivity
Study, CRISP evaluated several avenues for leveraging MDS data in the future including: 1) improving
point-of-care treatment; 2) increasing the capacity to plan and manage care; 3) evaluating the impact of
initiatives on preventing avoidable use of acute care; and 4) to support reporting use cases.

In discussions with stakeholders, CRISP heard differing perspectives on the utility of MDS data for
treatment use cases. Some types of providers expressed an interest in having the capacity to access
MDS data at the point-of-care, while others felt the data would not meaningfully improve their capacity
to provide care. Several HIEs in other states have recently started or are in the process of launching pilot
efforts to provide a subset of MDS data elements to providers, but these pilots have yet to provide
informative results. To test the value of MDS data for providers in a variety of settings at the point-of-
care, CRISP will launch a pilot initiative (funded under a separate project) with SNFs, hospitals and
ambulatory providers. The results of the pilot will inform both the nature and direction of the process
moving forward.

SNF Engagement and Learning Effort